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Pituitrin 
Forceps— 


WHICH ? 


Administered subcutaneously Pituitrin 
induces regular, vigorous contractions 
of the uterus, resembling normal labor 
pains. 


In cases of tardy parturition Pituitrin 
shortens the period of labor and hastens 
expulsion. It obviates the use of forceps, 
removing the danger to mother and 
child that attends upon instrumental 
delivery. It prevents collapse by its 
action on the heart and checks post- 
partum hemorrhage. 


A single hypodermatic dose (1 Cc. or 
% Cc.) is usually sufficient to produce 
the desired oxytocic effect. In some 
cases two (rarely three) may be required. 


We are in receipt of hundreds of let- 
ters from physicians bearing testimony 
to the efficacy of Pituitrin in uterine 
inertia. 


Pituitrin is properly administered in 
the second stage of labor—it should not 
be given in the first stage. 

Supplied in glaseptic ampoules of | Cc. and 44 Cc., 


ready for hypodermatic injection. 
Cartons of 6 ampoules. 


Corpora 
Lutea. 


INDICATIONS : 


1. Functional amenorrhea or scanty 
menstruation. 

2. Dysmenorrhea of ovarian origin. 

3. Manifestations of physiologic or arti- 
ficial menopause, such as nervous or 
congestive disturbances of reflex origin 
(hot flashes, psychoneuroses, etc.). 


4. Neurasthenic symptoms during men- 
strual life. 


5. Sterility not due to pyogeriic infec- 
tion or mechanical obstruction. 


6. When the function of one ovary is 
impaired, or when one ovary has been 
removed and the compensatory activity 
of the other is insufficient. 


 & Repeated abortions not due to dis- 
ease or mechanical factors. 


8. Hyperemesis in the early months of 
pregnancy. 
9. Migraine occurring at the time of 
the menstrual period. 


We hove reports of numerous cases in which 
Corpora Lutea, P. D. & Co., was used with marked 
success after other ovarian preparations had failed. 


Capsules (5-grain).—Bottles of 50 and 100. 
C. C. Tablets (2-grain).—Bottles of 50 and 100. 
Powder.—Bottles of | ounce. 
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SOME RADIUM ACHIEVEMENTS. 
Howarp A. 'Ketty, M.D., F°A.C.S., 
BALTIMORE, Mp. 


What will radium do? and what will ‘radium not 
do? are two burning questions in the medical world 
today, the former of which I will try to answer 
briefly here.. 

What radium will do in the future with increased 
study and experience, is a ‘different’ and’a more 


‘Figs gs. 1 ict 2._ Patient 45 yrs. of age, first seen May 16, 1914, complaining¥et lump in left side of neck. 
He‘received one treatment May 17, 1914, 1619 


Hodgkins’, .disease. 

return to; date. Photographs taken May 16, 1914, 
difficult question. Those of us who are: using 
radium every: day: inthe treatment of cancers and 
of sarcomata, and of fibroid tumors and of uterine 
hemorrhages, hope for a great extension of the 
field of utility in this new field of radio-therapeutics, 
as great it may be or. ever greater than the growth 
we have witnessed in the field of the +-ray ‘which 
at first had no known therapeutic value but is now 
rendering such splendid service. Let’ me answer 
then this ‘great question, “What is radium . doing 
today?” Radium is useful in one way or another in 
almost every therapeutic field. I cannot therefore 
do more than set down a few of its notable achievé- 
ments in the limits of a single article, giving here 


and there an illustration which will speak louder 
than any assertions I may make. 

First and foremost, let me emphasize this great 
fundamental fact, which applies to radium as well 
as to surgical operations, that is to say the earlier 
the case is seen the better are the-results. 

We have treated over two thousaid casés with 
radium but, alas, many of these kave only come in 
the very last stages of their disease, but a short 
distance from the end of the journey. This was 


ri 


Diagnosis, 


=e ° hrs. No evidence of any disease, July 1, 1914. :No 


due to the;fact that to the popular imagination 
there appeared to be something magical in radium 
with its mysterious physical properties. :: Nor did 
it do on the other hand to send ‘out a gerietal warn- 
ing to our ‘ professional friends to stop sending 
these very advariced cases, for here and there even 
in this group occasionally one would get well. 
Radium is not a remedy to be used all by itself. 
He who applies it must first of all have a broad 
medical experience and must be prepared to use 
every adjunct in making a diagnosis; let me’ briefly 
recapitulate some of our daily efforts. A careful 
history is‘ followed by a careful examination of 
the patient. from head to foot. Secretions are ex- 
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amined, and in all cases (unless there is a special Let me now briefly recount some of the radium 


reason given to the contrary) a Wassermann test successes. I think the story cannot be too often told 
is made. Occasionally a “cancer” is proven in with thankfulness that radium cures basal-celled 
this way to be a gumma and obscure nervous symp- skin epitheliomata, especially those about the face, 


Figs. 3 and 4. Patient 50 years of age, first seen August 30, 1915. 
eye with an ulcerative metastasis under right ear barely seen in picture. 
17, 1915. Apparent complete recovery. No return to date. 


Diagnosis epithelioma of inner canthus of right 
: He ieceived three treatments, the last November 
First photograph taken August 30, 1915, last November 17, 1915. 


toms are cleared up. X-ray pictures are taken in in over ninety per cent of the cases when seen early. 
all cancers of the breast and of the neck and in Surgery will do this too, but what shall we say to 
Hodgkin’s disease (Fig. 1 & 2) and in lymphosar- the mutilation caused by surgery when a wide ex- 
comata, not to mention the systematic examination cision is made, or to the risk of return when the 


Figs. 5 and 6. Patient 61 yea-s of age, first seen February 18, 1915, with an epithelioma of the nose. He received 
three treatments, the last one May 12, 1915. There has been no recurrence. 


of the intestinal tract. A most careful pathological surgeon is over-eager to avoid deformity? I here 
study is made of all available tissues before and present typical cases of this group of cancers cured 
after radiation. by radium. Figs. 3 and 4 are from one of the inner 
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canthus of the eye. Figs. 5 and 6 are of another Cancer of the lip, if taken early, can often be 
involving the nose, and figs. 7 and 8 of one of the eradicated; late cases are difficult to handle. I pre- 
lower lip which presents a more difficult type. sent here, however, a case treated and apparently 


When the disease extends onto and involves the cured. 


Figs. 7 and 8 Patient aged 62, first_seen July 9, 1913. Diagnosis epithelioma of the lower lip. He received four 
treatments, the last one August 20, 1915. Final note states that there is no evidence of any disease left October 5, 1915. 
No recurrence to date. Photographs taken July 9, 1913; October 5, 1913. 


mucous membrane of the nose or mouth or when it Where the glands of the neck are involved they 
extends back of the ear and becomes adherent to the ought to be removed surgically. 
mastoid, although there may be marked improve- Of cancer of the tongue we have had several 


ment, the final results are not nearly so good. Of apparent cures, but all early cases. 


Figs. 9 and 10. Patienb 71 years of age, seen October 11, 1913, complaining of a large lump on the left side of his 
neck. Diagnosis, lymphosarcoma. e received one treatment of 734 mm., 23 hours and 45 minutes. Patient well to date. 
Photographs taken October 11, 1913 and January 10, 1914. 


the mastoid group we have not yet seen a single In cancer of the breast the best use to make of 
cured case. radium is to deal with recurrences. It never re- 
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places surgery in operable cases. Some remark- 
able results we have seen in utterly inoperable cases, 
and in large recurrent nodules fixed to the chest 
wall. 

Perhaps the best group of cases are the lympho- 
sarcomata. Here radium would justify the outlay 
and labor involved even if it did no more than se- 
cure the remarkable results we are constantly wit- 
nessing in the disappearance of great tumor masses 
and in saving the lives of men in imminent danger 
of choking or starving to death, from the pressure 
of their conglomorate neck tumors. 

Out of twenty of our cases, thirteen had been 
operated upon and all were advanced and most of 
them desperate risks (with one exception) and yet 
we were able to give entire relief to 65%. We do 
not believe that surgery is justifiable’ any longer 
in this group, for here surgery is at its worst with 
its practically invariable recurrences and radium is 
at its best with its rapid dramatic cures. I present 
photographs of a case with memoranda (figs. 9 and 
10). 

Several massive abdominal sarcomata have also 
shown an equally remarkable improvement (see 
fig. 11).. 

I would like to consider three classes of cases 
in the, gynecological field: fibroid tumors, bleeding 
uteri, and cancers of the neck of the womb. 

We have treated a large series of fibroid uterine 
tumors with these results in general—The men- 
struation can be stopped in about every case, the 
tumor can be checked in its growth, caused to 
shrink and even to disappear. In young women it 
is often possible to preserve menstruation. Our 
treatment is given by simply inserting the emanation 
of the radium on the‘end of a uterine sound well 
within the uterus.‘ This causes no more pain than 
an examination of the patient. The progressive di- 
minution of the tumor goes on for weeks or months. 

Our position, then, regarding fibroids is this: If 
pressure symptoms are urgent or if there are com- 
plicating conditions such as lateral inflammation or 
ovarian cysts, operate. In all other cases use radium. 
It is astonishing how many patients we see with 
serious complicating conditions such as Bright’s or 
heart disease, or diabetes which would render op- 
eration extremely hazardous or impossible. In these 
latter radium is, of course, supreme. 

Bleeding uteri can also always be checked. and in 
this way a radical operation avoided. This is one of 
the greatest of all the boons conferred by radium. 

Now as to the great question of cancer of the 
cervix of the uterus. What can be done here? I 
give the statistics of 213 cases which Drs. Burnam, 


Lewis and | have seen and treated, lumping them 
all together. 

These 213 cases were treated with radium be- 
tween January 1, 1909 and January 1, 1915. Of 
these cases fourteen were operable and 199 in- 
operable or inoperable recurrent cases. ; 

Of the fourteen operable‘cases*ten patients were 
operated on and treated prophylactically with radi- 
um. Of these two have remained well for more than 
three years; one for more than two’ yeafs; four 
for more than one year; and three tor more than 
six months. In four cases of the operable group, 
on account of some general contra-indication, 
to operation, radium alone was used. All of this 
group are living and well; two for over three years 
and two for over one year. 


18° years old, first seen{November 25, 1913, 


Fig. 11:' A boy, 
f omen which was 


comp. aining 2 a arg tumor filling the low 
a_sarcoma of theleft undescended testicleggyPh 
November 1913. He received 5 radit 
one April 6, 1914. The mass reduced by freatments to a tumor 
so small that it,.could: be felt only Bad gh the, rectum and not 
ot - by abdominal palpation. He was then operated on by Dr. 
April 25 1914, when a uterus was 
with round and Fallopian tubes. * In relation to 
these tubes. there were two. small ‘testicles, the left, of which was 
sarcomatous and was represented by .the shrunken ° «debris of the 
large tumor; the sarcoma was completely destroyed. »,Patient well 
to date. 


The total number of inoperable and inoperable re- 
current cases is 199, of which 53 patients have been 
clinically cured, 109 markedly improved and thirty- 
seven not improved. 

Our series includes thirty-five cases of originally 
inoperable cancers of the cervix uteri or vagina in 
which the patients are clinically cured; two cases 
for over three years; four cases for over two years; 
17 cases for over one year; 10 cases for'over six 
months. It also includes 18 cases of originally in- 
operable recurrent cancers in which the patients 
are now Clinically cured; in one case for over six 
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years; in one case for over four years; in eleven 
cases for over two years; in ten cases for over one 
year; in five cases for over six months. 

Excluding the ten operable cases in which we 
both operated and used radium, there are 203 cases 
left; in 57 of these 203 cases the patients are clinic- 
ally cured. Of the 57 clinical cures, one has lasted 
for six years; three for over four years; four for 
over three years; five for over two years; 24 for 
over one year; 15 for over six months. 

Our rules, then, are: 

(1) Operate on every operable case, estimated 
as a good risk, as heretofore. 

(2) Radiate from four to six weeks after the 
operation. 

(3) Do not operate on borderline cases, but use 
radium first, for the disease practically always re- 
turns after operation in these cases, while many are 
curable with radium. 

(4) Radiate all the advanced inoperable cases, for 
many of these too are curable, or can be shrunken 
down so as to become good risks. 

(5) Where there are metastases up into the ab- 
domen, radiation may give great relief and a temp- 
orary return to apparent good health but it will not 
cure. 

Let me conclude by urging two things, first, that it 
is not enough to radiate and let the case go when 
apparently cured that is to say when all obvious 
disease is gone. All radiated cancerous cases must 
be kept under occasional observation for some years. 
A slight relapse is not infrequent and as a rule re- 
sponds rapidly to another application of radium. 
Finally let me insist that while hoping for the great 
boon of a cure, we too constantly lose sight of the 
fact that even if radium never cured a single case 
it would still be one of our greatest therapeutic 
agents, in that it often gives such remarkable pro- 
longed relief from pain, checks discharges, causes 
a cessation of foul odors and brings about a relief 
and general improvement with better spirits and 
appetite, and renewed interest in the affairs of life, 
a relief which is inexpressibly valuable even if it 
lasts only a few weeks or months. 

Radium then has come as a most potent agent to 
enlarge a sphere of control over the worst of all 
diseases. It will do many things we have never 
been able to do before although it is by no means a 
specific, except in the lympho-sarcomata. 


Cystoscopy IN UTERINE CARCINOMA. 
Every case of carcinoma of the uterus should 
have a preliminary cystoscopic examination of the 
bladder to determine the involvement that may or 
may not be present.—J. B. Percy, Pacific Journal. 


A RATIONAL TREATMENT FOR (SMALL) 
FRACTURES OF THE GREATER 
TUBEROSITY OF THE 
HUMERUS. 

WALTER M. Brickner, M.D., F.A.C.S., 
Associate Surgeon, Mount Sinai Hospital, 

New York. 

(From the 3rd Surgical Service.) 


As I have elsewhere’* pointed out, fracture of 


the greater humeral tuberosity is by no means a 
rare cause of shoulder disability. 


Gross fracture of this tuberosity, produced by a 
definite external violence and marked by local 
ecchymosis, tenderness and pain (and often crepi- 
tus) is usually readily recognized. A small fracture 
of the tuberosity, produced by comparatively mild 
external or muscular violence, and unmarked by 
these: localizing signs and symptoms, is not easily 
differentiated, clinically, from other varieties of 
shoulder disability, especially subacromial bursitis, 
and is, indeed, usually diagnosed roentgenograph- 
ically. -Since even a minute fracture of the tuberos- 
ity may be the cause of a “stiff and painful 
shoulder,” the importance of roentgen examination 
of disabled shoulders is again emphasized. 

That there is a close clinical resemblance between 
fracture of the tuberosity and subacromial bursitis 
is easy to understand. The bursa lies upon and 
is intimately related to the tuberosity and the spina- 
tus tendons inserted into it. Associated with and 
probably provoking the subacromial bursitis there 
is, often, a tear of the supraspinatus tendon near the 
tuberosity. It seems reasonable to assume that a 
tear in the bony attachment of that tendon may 
equally be associated with or provoke an inflamma- 
tion of the bursa. Incidentally, the roentgen shadow 
of a small fragment of the tuberosity may easily be 
mistaken by the inexperienced for that of a cal- 
careous tendon deposit such as is often seen with 
subacromial bursitis. 

The usual treatment of fracture of the tuberosity 
(when, indeed, it is recognized and treated as such) 
is fixation of the arm to the chest. This J believe 
to be wholly wrong, for it is almost always followed 
by a disability of the shoulder that usually persists 
for many weeks. 

The proper treatment for these small fractures 
of the tuberosity—and for large ones if the dis- 
placement does not provide some other indication— 
is, in my opinion, ample abduction, at least to 90° 
and preferably to 120° or more. 


1 Shoulder Disability (Stiff and Painful Shoulder). 
Journal of Surgery, June, 1912. 

2Shoulder Disability: A Further Study of Its Varieties and 
Their Treatment. Interstate Medical Journal, April, 1915. 
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Free abduction relaxes the supraspinatus which, 
otherwise, tends to pull upon the fragment; it re- 
laxes and, as much as possible, it separates the walls 
of the overlying bursa which, reasoning by analogy 
with the tendon lesion, are probably apt to become 
adherent; it stretches the adductors of the arm, 
which obviates their becoming stiff; it maintains 
from the outset a large degree of active abductabil- 
itv—which, after the usual treatment, is not restored 
for many weeks. 

The abduction treatment can be secured by means 
of a plaster cast or splint, but these have several 
obvious disadvantages: they are irksome and cum- 
bersome to wear; they necessarily confine the pa- 
tient to his home; they are not regulable from hour 
to hour; an anesthetic may be required to secure the 
abduction desired for their application. 


If the tuberosity fracture is a large one, suggest- 
ing the need of fixation, abduction in a plaster cast 
is desirable, but for the small and minute fractures 
of the tuberosities I would recommend, instead, 
abduction by the simple, comfortable, automatic 
method which I have previously published* and 
which is here illustrated. 

The patient is put to bed supported by pillows 
or a back rest. He abducts the arm, preferably 
rotated out, on the pillows, as far as he comfort- 
ably can. A towel or bandage loop is passed from 
the head of the bed to the elbow or wrist; and the 
head of the bed is then elevated on blocks or 
chairs. As the patient slides down, little by little, 
the arm is raised more and more, thus painlessly 
overcoming the spasm and gradually but surpris- 
ingly quickly securing full abduction. The method 
can be variously modified. Indeed, the mere rest 


3A Simple, Easily Regulable Method of Applying Abduction 
in the Treetment of Shoulder Disability. Medical Record, 
January 2, 1915. 


of the arm on the pillows helps much to overcome 
pain and spasm and usually the patient will soon 
assist actively in the abduction. Strain on the arm 
can be lessened by propping pillows below it. 
While I think it desirable in these cases to main- 
tain the abduction fairly continuously for about 
ten days, this method allows the patient to attend 
to his affairs during the day, if he must, and to em- 
ploy the treatment at night. It has the further 
advantages that the abduction can be regulated or 
intermitted by the patient himself, that it allows 
sufficient play of the muscles to keep them fairly 
supple, that it is simple and not uncomfortable. 


THE OCCURRENCE OF ABSCESS OF THE 
LUNG AFTER TONSILLECTOMY ; WITH 
A REPORT OF NINE CASES IN 
ADULTS.* 

Morris MANGES, M.D., 

Professor of Clinical Medicine, University and Bellevue 
Hospital Medical College; Visiting Physician, 
Mount Sinai Hospital. 


New York City. 


During the past six months six patients have 
been admitted to Mt. Sinai Hospital for the treat- 
ment of pulmonary abscesses that have followed 
tonsillectomy. Such a large series of cases in 
such a short period deserves some notice in these 
days when every tonsil is under the suspicion of 
being a possible focal infection in so many dis- 
eases of obscure origin. 

As the result of the doctrine of focal infections 
the number of operations on the tonsils, especially 
in adults, has been enormously increased, and the 
change from the simple tonsillotomy to tonsillec- 
tomy has naturally necessitated a much more rad- 
ical procedure in which general anesthesia is usu- 
ally employed. The large number of these opera- 
tions has undoubtedly led to carelessness, either in 
the performance of tonsillectomy at the public hos- 
pitals and dispensaries, or in the care of these 
patients before or after the operation. Either the 
patient is allowed to go home too soon, or, what is 
equally significant, these patients may not have 
been observed carefully before the operation. 
They may have had a little fever, or a cough, or 
some slight ailment which might easily have 
escaped notice unless a careful examination had 
been made at the time. 

It is a striking fact that these post-tonsillectomy 
pulmonary abscesses do not occur in private prac- 


* Read before the Section on Laryngology, New York Acad- 
emy of Medicine, Jsnuary 26, 1916. 
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tice. It is therefore difficult to escape the conclu- 
sion that there must be some radical difference in 
the way private and public patierits are treated. It 
is a sad commentary to contrast the treatment of 
these two classes. Unfortunately much of this is 
unavoidable and is impossible of correction in view 
of the large number of these patients that must be 
cared for in the public hospitals and dispensaries. 
Until the required number of beds which are so 
urgently needed for these patients will have been 
supplied, the performance of tonsillectomy on public 
patients will always be unsatisfactory. 


The public and the hospital directors regard ton- 
sillar operations as minor ones. But tonsillectomy, 
especially in the adult, is not a minor operation 
and demands much more attention to details than 
is usually accorded to it. These patients should 
have the same preliminary examination as pa- 
tients who are to undergo major operations. They 
are also entitled to at least more after-treatment 
than is generally accorded to them. Three days 
in the hospital should be the shortest stay de- 
manded for them. At the operation itself in dis- 
pensaries and some of the public hospitals much 
more attention should be given to the important 
details of the anesthesia, posture and the suction 
apparatus. 

Abscesses of the lung should never occur if the 
patient has been properly treated. It is a poor ex- 
change which the patient makes when he gives up 
a slight focal infection in the tonsil for the much 
more serious lung abscess. 

Tonsillectomy is not a minor operation when 
such serious complications may occur after it. All 
the patients of the present series of nine cases 
were very sick. One died. One of them probably 
died, as he left the hospital against advice after 
only a week’s stay, his condition at the time being 
very grave. One was sick for two years and re- 
covered only after the resection of one of the 
lobes of the lung. Another required drainage of 
a pyopneumothorax. Thus the mortality of 11 per 
cent. (probably 22 per cent. if the case which was 
lost sight of is included) does not by any means 
tell the real gravity in adult cases. 

In young children it is equally serious as shown 
in Bassim’s' series of nineteen cases of pulmonary 
complications after tonsillectomy and adenoidec- 
tomy. Four of these nineteen patients died, 21 
per cent. mortality. The pulmonary lesions that 
occurred were two cases of fetid bronchitis; seven 
of bronchopneumonia; five of lobar pneumonia; 
three of lobar pneumonia and gangrene; one of 
purulent pleurisy, probably due to rupture of pul- 


monary abscesses; one of abscess of the medias- 
tinum. 

That abscess of the lungs may follow tonsillec- 
tomy is well known. In a recent paper? I men- 
tioned this relation and I also referred to Scud- 
der’s experience at the Massachusetts General 
Hospital*. Scudder has seen several such cases 
and he has also treated a lung abscess which fol- 
lowed a nasal operation. Cases have also been 
reported after adenoid operations; but these are 
very rare. That they do not occur more fre- 
quently after adenoid operations may be possibly 
explained by the fact that the operation is much 
shorter in duration and that the patients were chil- 
dren. The venous relations, too, may have some 
bearing in explaining this difference between ade- 
noid and tonsillar operations. That they do occur 
is shown in Bassim’s report of nineteen cases al- 
ready referred to. 


There is every reason to believe that these post- 
tonsillectomy lung abscesses are much more fre- 
quent in occurrence than the published cases would 
lead one to suppose. Thus Yankauer has recently 
seen four cases, and a very striking proof of this 
statement is afforded by H. A. Allen, of Indianap- 
olis, whose remarks at the last meeting of the 
American Medical Association deserves quotation‘: 


“As a factor of safety, our attention should be 
called to one point in tonsillectomy. Nose and 
throat men have two procedures: local anesthesia 
is one and general anesthesia is the other. If you 
refer a child to a nose and throat man to have the 
tonsils removed and he uses a general anesthetic 
and allows one or both lungs to fill up with blood, 
you lose the child, and it puts a bad mark down 
both for the anesthetist and for the nose and 
throat man. I refer no case of tonsillectomy to a 
nose and throat man who uses general anesthesia 
unless he guarantees to me that the child’s mouth 
and head will be held lower than the rest of the 
body. I feel rather emphatic on this point, because 
one year ago my right lung was filled and my left up 
half way, which only left me the upper half of my 
left lung for breathing purposes. I feel very for- 
tunate in being able to be here today, as I had a 
serious attack of pneumonia following my tonsil- 
lectomy.” 

In attempting to explain the pathogenetic rela- 
tions of these cases of pulmonary abscesses it will 
be of interest to note the difference in the time of 
the development of the symptoms. The symptoms 
appeared on the first day in two cases; on the sec- 
ond, third and fifth davs in one case each; on the 
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seventh day in two cases, and on the tenth and 
fourteenth days in one case each. 

The same variation in the time of the appear- 
ance of pulmonary symptoms has been reported by 
Bassim in his series of nineteen cases of pulmonary 
complications in children. In one case the time 
was not noted. In the other eighteen the symp- 
toms appeared on the first day in one; on the sec- 
ond day in eight; on the third day in five; on the 
fourth day in one; on the eighth day in two, and 
on the thirteenth day in one. 

In the causation of these pulmonary abscesses 
there may be several factors concerned. These in- 
clude: 

Ist. The anesthesia. 

2nd. Aspiration of infected blood or of pieces 
of tonsillar tissue. 

3rd. Embolism or infarction of the lung. 

4th. Some special infective agent. 

5th. Some antecedent cause, either local or 
general. 

First, the possibility that these pulmonary ab- 
scesses might be caused by the anesthesia itself 
may be dismissed because the lung complications 
due to anesthesia are usually either an intense 
bronchitis, or pneumonia of either the lobular or 
lobar type. Abscess of the lungs is a very un- 
usual complication of general anesthesia. 

In passing, it may also be noted that the pul- 
monary complications which may occur after ab- 
dominal operations, for example, are the same 
whether the anesthesia is general or local. 

Second: Aspiration of blood or pieces of tonsil 
tissue. This appears to me to be the most impor- 
tant cause. It is the actual factor in those cases 
in which the symptoms develop immediately or 
one or two days after the operation. It is also the 
possible cause in the cases in which the symptoms 
developed a week later, since a number of days 
may be required for the appearance of the local 
reaction in the lung after the lodgment of the 
aspirated matter. 

Yankauer has bronchoscoped a number of these 
post-tonsillectomy pulmonary abscesses, but he 
has never found any pieces of tonsillar tissue or 
blood in them. This, however, does not disprove 
the possibility of an aspiratory origin, because the 
‘bronchoscopy was done very late, long after the 
time when the aspirated tissue might have been 
coughed up. 

The aspirated blood or tissue may act in one of 
two ways. One, immediately by local action as an 


irritant foreign body, or secondly, by infection of 
the invaded area in the lung. 


In either case the 


aspirated substance is infected because the throat 
is a field of operation which it is impossible to 
sterilize and the number and character of the in- 
fecting organisms must necessarily vary in each 
case. Then, too, the patients who are subjected 
to tonsillectomy are usually sick. They either 
have diseased tonsils which require removal, or 
they have some obscure general condition in which 
the tonsils are suspected of being the focal cause. 
They are often of the lymphatic type and therefore 
their resistance to infection is low. 

Third: Embolism or infarction of the lung. This 
is the other important factor. A large number of 
veins is always opened at the time of the opera- 
tion and some of these may remain patent for 
some days after it. Yankauer has informed me 
that he has seen open veins, especially on the pos- 
terior pillar of the fauces, as late as three days 
after the operation. Thus septic emboli may 
readily be carried into the lung, either at the time 
of the operation because the field cannot be kept 
sterile, or they may be carried on some days sub- 
sequently through these patent veins. Still another 
source may be found in a septic thrombosis in 
some small vein in or near the field of operation. 
It is possible that septic emboli may be conveyed 
to the lung from these thrombosed veins. 

While it is possible that embolism may be the 
cause of some of these abscesses yet, in my opinion, 
it is not as important as aspiration, because all of 
the cases of this series have been single abscesses 
only. If such abscesses were embolic in origin they 
ought to be multiple, as is the case in other embolic 
abscesses of the lung, such, for instance, as we see 
in post-partum sepsis. These embolic abscesses 
are almost always multiple. Indeed, the only in- 
stance of single embolic pulmonary abscess after 
uterine sepsis that I have ever seen is on my serv- 
ice at the hospital at the present time.* 

Fourth: Some special infective agent. This is 
worthy of notice because three cases of the pres- 
ent series were admitted to Mt. Sinai Hospital 
within a period of six days, all of these patients 
having been operated upon at the same institution 
within a period of five days. Upon inqyiry I have 
ascertained that these three operations were per- 
formed by three skilled surgeons. Case 2 was 
operated upon on July 22, 1915. Pulmonary 
symptoms appeared on the next day. Admitted to 
Mt. Sinai Hospital on August 14. Case 3; oper- 
ation on July 26, 1915. Pulmonary symptoms one 
week later. Admitted to Mt. Sinai Hospital on 


*The terms “single” and ‘multiple’ are used in the sense of 
single or multiple areas of the lung involved; the number of 
abscesses is not referred to. 
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August 16. Case 7; operation on July 27, 1915. 
Pulmonary symptoms appeared a week later. Ad- 
mitted to Mt. Sinai Hospital August 10. 

The occurrence of these three cases in such a 
short period in the same hospital must be more 
than a coincidence. Possibly future investigation 
may clear up the exact etiological relation of these 
three cases. 

Fifth: Some antecedent cause either local or 
general. Among the local causes it may be men- 
tioned that in some cases it has been reported that 
the patients had a slight cough before the opera- 
tion and were thus predisposed to pulmonary com- 
plications. The general causes may include the 
effect of shock or the loss of blood, either of which 
may weaken the patient’s power of resistance. 

Granted that these antecedent causes may be 
factors, it would still be necessary to have some 
direct cause, such as aspiration or embolism to 
produce the lesions. 

If we sum up, it will be seen that it is difficult 
to explain the pathogenetic relation of these cases 
just the same as it is difficult to explain the etiology 
of the pulmonary complications after abdominal 
operations. It is possible that several factors may 
be at work; in some cases aspiration of infected 
blood or tonsillar tissue; in other cases the process 
may be due to embolism from the local entrance 
of infection from open or thrombosed veins, etc. 
My own belief is that the chief factor is aspiration 
and the difference in the time of the onset of the 
symptoms is due to the variations in the infective 
agents, the size of the aspirated bits of tissue and 
differences in the local condition of the lung or 
variations in the resistance of the patient. 

The number of cases of this series is too small 
to warrant a special analysis of the clinical fea- 
tures of this type of lung abscess. I shall there- 
fore give only a brief synopsis of each case. 

Case I. Woman, 26 years old. Two days 
after a tonsillectomy she was taken sick with fever 
and cough; dulness and rales were found in the 
left axilla. When she was admitted to my service 
ten days later she had dulness, bronchial breathing 
and crepitant rales in the left axillary and sub- 
clavicular regions. In the left base the breathing 
was diminished. Two days later the signs of ab- 
scess in the left lower lobe were unequivocal; but 
before anything could be done there was a sudden 
rupture into the pleural cavity which caused death 
in a few hours. Unfortunately no autopsy could 
be performed. The hospital record does not state 


where the operation had been performed or whether 
it had been done under local or general anesthesia. 

Case II. A. K., female, age 30 years. Tonsil- 
lectomy under local general anesthesia. at 
Hospital. On the next day she had severe sticking 


pains in the left chest. These increased in severity 
and were associated with some fever five days 
later. There was muco-purulent expectoration 
which soon became offensive. On the ninth day 
vague chills, and the fever gradually rose from 
103° to 104°. When she was seen in consultation 
with Dr. Roth after she had been sick for two 
and a half weeks the fever was 103°, respirations 
30. There were signs of consolidation extending 
from the angle of the scapula to the left anterior 
axillary line; the fremitus and the breathing were 
much diminished and numerous loud, moist rales 
could be heard. The +-ray examination which was 
made after her admission to the Mount Sinai Hos- 
pital showed a large circular shadow, about 2% 
inches in diameter in the left lung opposite the 
4th and 5th anterior interspaces. In the upper 
portion of the shadow there was a lighter area, 
possibly due to a cavity.* Diagnosis: Abscess of 
lung. 

One week later bronchoscopy was performed by 
Dr. Yankauer. Bronchoscopy in the left bronchus 
distinctly showed pus in the upper lobe branch; 
but there was none in the lower lobe branch. The 
bronchi were not dilated, and no foreign body 
could be seen. 

She stayed in the hospital for two months. On 
her discharge the expectoration had ceased, and 
the physical examination showed only an indurated 
area at the site of the abscess. The roentgenogram 
showed a dense shadow occupying the position of 
the abscess. 

Case III. A. F., female, 25 years old. Service 
of Dr. Alfred Meyer. Three weeks before ad- 
mission tonsillectomy had been performed under 
general anesthesia at Hospital. Two weeks 
after the operation she began to have chills and 
fever with sticking pains in the lower right chest. 
For some days she had had profuse muco-purulent 
offensive expectoration. The examination showed 
flatness in the right axilla from the 3rd space to the 
base. This flatness extended obliquely down to- 
ward the angle of the scapula. Over this area the 
respiratory sounds were much diminished; there 
were numerous loud bubbling rales. X-ray exam- 
ination showed a dense circular shadow correspond- 
ing to the 7th and &th spaces posteriorly. Diag- 
nosis: Pneumonic process, probably about an ab- 
scess. 

After a month she left the hospital much im- 
proved. She had no fever, and the expectoration 
was much less and not offensive. The physical and 
4#-ray examinations showed the infiltrated area to 
be smaller. 

Case IV. A. F., female, 30 years old. Service 
of Dr. Alfred Meyer. 

Four weeks before admission tonsillectomy had 
been performed at Hospital. Immediately 
after the operation she became sick and feverish. 
Two weeks later she began to cough up thick of- 
fensive sputum. 

The examination showed an area of dulness in 


* The ray examination of this series has been reported on (with 
pete) essler in the Interstate Journal of Medicine, Janu- 
ary, 
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the right ling in the 2nd and 3rd spaces extend- 
ing from the sternum to beyond the midclavicular 
line. Over the outer portion the breathing was 
broncho-vesicular; over the inner portion it. was 
almost bronchial with an amphoric quality. Fremi- 
tus was increased. Posteriorly over the entire sub- 
scapular region the breathing was diminished, be- 
ing rough above, with increased whisper and fremi- 
tus. This area was flat to percussion; fine and 
coarse rales were numerous. 

X-ray examination showed a triangular shadow 
with the base towards the heart, apex toward the 
axilla in the right upper lobe in the lst and 2nd 
spaces. Diagnosis: Lung abscess. Two weeks 
later, multilocular areas could be seen in the centre 
of this area. One month later the shadow had 
practically disappeared, and she left the hospital 
cure’. 

Case V. J. L., male, 30 years old. Service of 
Dr. Libman. Five weeks before admission tonsils 
and adenoids had been removed under general 
anesthesia at Hospital. One week after the 
operation he had had fever of 103° to 104° for one 
week. He expectorated considerable brownish ma- 
terial. He had a free interval of five days when 
the fever returned with the expectoration of much 
foul sputum. 

In the right lung in the upper axilla there was 
a large area with a dull tympanitic note in the 2nd 
to 4th spaces; there was increased whispered voice 
with diminished vocal fremitus. Posteriorly there 
was some dulness over the supraspinous fossa and 
scapula with harsh breathing. 

X-ray examination showed a fan-shaped, dense 
shadow beginning a little exteriorly to the hilus 
and extending into the axilla. Within this shadow 
a number of cavities appeared to be present. Diag- 
nosis: Thickened pleura, probably consolidation 
and small cavities. 

After a week’s stay in the hospital he left against 
advice in an unimproved state. 

Case VI. N.R., male, 35 years old. 
Dr. Alfred Meyer. 

Tonsillectomy under general anesthesia at 
Hospital, four months before admission. Ten days 
after the operation he began to cough up offensive 
muco-purulent sputum. He had severe sticking 
pains in the lower right chest at this time, and he 
also began to have irregular, remitting fever. This 
fever had continued; the attacks of cough and ex- 
pectoration increased in severity and the sputum 
became more offensive. Recently he had pains in 
the ankles and knees. 

Examination showed some clubbing of the fin- 
gers. In the right lung in the 2nd and 3rd spaces 
one and a half inches to the right of the sternum 
there was a large area of flatness with harsh breath- 
ing and moist rales. Posteriorly in the right mid- 
capsular region there were the same signs as an- 
teriorly. 

X-ray examination showed a dense infiltration 
extending outwards from the root of the right 
lung. It began opposite the 3rd anterior intercostal 
space and extended to the mid-clavicular line. It 
was two spaces wide, and in the centre there was 


Service of 


a cavity one inch in diameter. Diagnosis: Lung 
abscess. Three weeks later the examination showed 
that the infiltration had diminished considerably, 
and that the cavity was less evident. 

The patient is still in the hospital, but he is 
greatly improved. There is no fever and the ex- 
pectoration is very slight and odorless. 

Case VII. I. H., male, 30 years old. Service of 
Dr. Manges. Tonsillectomy performed two weeks 
before admission to the hospital. One week after 
the operation he began to have severe pain in the 
lower left chest associated with coughing and ex- 
pectoration. On the next day he began to have 
fever. This became high and was associated with 
offensive expectoration. 

The physical examination showed a large effu- 
sion in the left chest with air and fluid. Aspira- 
tion revealed pus. ‘Resection of rib and drainage 
by Dr. J. Wiener resulted in a cure of the pyo- 
pneumothorax which had been caused by the rup- 
ture of a pulmonary abscess. 

Case VIII. R. K., female, 18 years of age. 
Service of Dr. Brill. Four weeks before admission 
to the hospital tonsils had been removed (no record 
as to type of anesthesia). On the same day she 
had chills and fever. Since then she had repeated 
chills and high fever; cough and pain in the right 
side appeared two weeks later. The expectoration 
was profuse and soon was very foul. The exam- 
ination showed resonant rales of the right side. In 
the right upper lobe there was broncho-vesicular 
breathing with fine rales and bronchial voice. 
White blood cells 20,000. 

X-ray examination showed a large infiltration of 
the right upper lobe with much fibrosis, probably 
a post-pneumonic lung abscess. 

Remittent temperature between 99° and 104° 
persisted for several weeks when improvement be- 
gan to appear. Ten days later the temperature be- 
came normal and physical signs of the abscess and 
the associated pneumonia infiltration became less 
marked ; the sputum lost its foul odor and was much 
diminished in quantity. After a three months’ stay 
in the hospital the lung signs cleared up entirely 
and the patient was discharged cured. The +-ray 
showed that the local process in the right upper lobe 
was very much diminished in size. 

CasE IX. Mrs. B., 40 years old. Patient of Dr. 


Lilienthal. On February 10, 1914, tonsillectomy 
was performed at Hospital under ether 
anesthesia. She was perfectly well for five days. 


Then she had a slight cough and on the sixth day 
she had pain in the right shoulder. No expectora- 
tion. Thirteen days after the operation small 
amount of yellowish foul expectoration, and a little 
fever appeared. Gradually the expectoration be- 
came more profuse and very foul. This continued 
for one and three-quarter years up to the time of 
her admission to the hospital. She had nine hem- 
orrhages, nearly all of which were large. She also 
brought up cylindrical bronchial casts. She had 
constant pleuritic pain. There were two attacks 


of “pneumonia” with a temperature of 106° ; other- 
wise the temperatures were of low grade. 
On admission the temperature was 101°. 


The 
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physical examination showed dulness over the right 
middle lobe; diminished breathing with numerous 
moist rales over the right middle lobe. 

X-ray examination showed: “In the right lung 
corresponding in position to the right middle lobe, 
there is a dense irregularly triangular shadow, its 
apex situated at the right of the hilus, and extend- 
ing upward to the axilla. The shadow extends 
vertically a distance of about two intercostal spaces, 
and seems to be fairly well demarcated from the 
normal lung as shown by the oblique examination. 
On the oblique view of this shadow, there is seen 
in its centre an irregular lighter area about two 
inches in length, probably a cavity. At the upper 
limits of the infiltration there is a dense linear band 
due to a thickening of the pleura. Right apex is 
poorly areated, although no definite infiltrations 
are seen in it. Right diaphragm is abnormally high 
and does not move very well on respiration. Upper 
mediastinum is somewhat pulled over into the right 
chest. There are some pleuro-phrenic adhesions on 
the right side. The Roentgen examination would 
indicate an infiltration in the right middle lobe, 
probably due to an abscess with pleural adhesions.” 

Operation by Dr. Lilienthal. The right middle 
lobe was solid; slight pleural adhesions were pres- 
ent. There was also thickening of the upper lobe 
along its mediastinal border. The greater part of 
the middle lobe was resected. The pathological ex- 
amination showed a huge bronchiectatic abscess 
with surrounding infiltration. The patient made a 
complete recovery, the only complication being a 
bronchial fistula, which closed gradually. The spu- 
tum has entirely ceased and the patient is well. 

In conclusion, I would urge that this series of 
nine cases of lung abscess after tonsillectomy 
should once more direct the attention of the hos- 
pital directors and the lay public to the fact that 
tonsillectomy is not one of the minor operations 
and that these patients should receive the hospital 
care to which they are entitled. It should also 
remind the hospital surgeons that the care of these 
patients before, during, and after the operation 
should be commensurate with the possible dangers. 
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The most frequently found source of infection in 
deforming arthritis is generally conceded to be 
intestinal torpor and toxemia. The clinical history 
and physical tests may reveal the presence of con- 
genital or inflammatory obstructive bands to ex- 
plain long standing constipation, and here surgical 
measures alone can remedy the abdominal situa- 
tion —A. B. Hevisu, Journal of Therapeutics. 


OPERATIVE TREATMENT OF COMMI- 
NUTED FRACTURE OF THE LOWER 
END OF HUMERUS. A 
CASE REPORT. 

G. W. Brock, M.D., 

ATLANTA, ILL. 


Fractures of the lower end of the humerus are 
divided, as to location, into: supracondyloid, T- or 
Y-shaped, epiphyseal separation, and fractures of 
the internal or external condyles and epicondyles. 

When the fracture is due to great violence there 
may be so much comminution that the fracture fails 
to come under any of the above classifications. 

According to the statistics of the Hudson Street 
Hospital, New York City, for the years 1894-1903, 


Fig. 1. 


Lateral position, fourth day. 


fracture of the lower end of the humerus had an 
incidence of .0153 per cent. in 12091 cases under 
treatment. 

After injury to the elbow, swelling occurs rapidly, 
which with the pain present often necessitates the 
administration of an anesthetic before examination 
for diagnosis is possible. 

The swelling may be so great that examination 
and reduction must be delayed for three or four 
days. In the meantime the elbow should be en- 
veloped in an aseptic dressing in the position of 
semiflexion, limiting motion with a temporary 
splint, and resting the injured arm on a pillow. 
The application of an ice-bag aids in the reduction 
of the swelling. 

Whenever an apparatus is available, several 
roentgenograms should be made at different angles, 
as otherwise one may be deceived as to the amount 
of displacement present as shown by a single pic- 
ture. If the plates are made and studied stereo- 
scopically their interpretation is much more apt to 
be correct. It is very important that reduction of 
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the fragments is accurate, the most common dis- 
placements being overriding and angular deformity, 
cubitus varus being much more common than the 
valgus position. 

If the roentgen rays show that reduction is in- 
complete, and the subsequent usefulness of the 
joint be in doubt, the case should be considered 
one for open operation. 


Fig. 2. 


Anteroposterior position, fourth day. 


The question of position after reduction and sub- 
sequent motion in these joint fractures has brought 
forth much divergence of opinion; the positions 
advised embrace the range from acute fléXion to 
complete extension, with the middle position in most 
general favor, the forearm being placed in a posi- 
tion midway between supination and pronation, and 
a splint being worn from five to six weeks. 


Fig. 3. Showing fixation of fragments with wire nails and 
silver wire, fifth day. (The white blurred lines are 
due to the plates having been placed in 
paper envelopes before dry.) 


The time at which passive motion should be be- 
gun varies with different observers from three to 
five or six weeks, with a preference for the earlier 
date. Very early and frequent motion is said to lead 
to an overproduction of callus. 

The prognosis for fractures of the lower end 
of the humerus is fairly good except for those 
entering the joint, in which an excess of callus 


formation may occur, especially if reduction is in- 
accurate and the fragments not well immobilized. 
Bruns claims that in fractures entering the joint an 
excess of callus rarely forms ; nevertheless the prog- 
nosis for complete restoration of function is bad, 
deformity and stiffness with partial or complete 
ankylosis being not uncommon. 


Case REporRT. 

M. A. J., Male, 26, an inmate of the Illinois State 
Penitentiary, Joliet. While working in the quarry 
May 26, 1915, the left arm was caught in a large 
flywheel of a heavy drilling machine which was 
accidentally started while being oiled by the patient. 

A fracture of the left elbow was sustained, which 
was accompanied by pain, swelling and marked de- 


Fig. 4. Arm extended. Tenth week. 

formity with complete disability. Under’ light 
anesthesia there were found undue mobility and 
marked crepitation causing great pain whenever the 
parts were moved. 

The epicondyles were both at a higher level than 
normal and rotated back of the elbow. 

The arm was painted with tincture of iodine, half 
strength, and covered with an aseptic dressing and 
motion was limited by an anterior moulded plaster 
splint; and the patient was placed in bed with the 
injured arm resting on pillows for a period of four 
days, during which time the swelling persisted, dis- 
coloration extended over the lower two-thirds of the 
arm and numerous blebs appeared. 

With some reduction in the swelling the patient 
was removed to a general hospital; where several 
skiagraphs were made and on the following or 
fifth day after the injury the fracture was reduced 
by an open operation. 

Technic.—The field of operation was swabbed 
with tincture of iodine and the numerous blebs 
pricked and drained of serum leaving the epidermis 
as near intact as was possible. 
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A U-shaped flap was made 10 cm. in length com- 
pletely exposing the para-articular structures. 

The ulnar nerve was isolated and drawn out of the 
way by a gauze sling. The lateral ligaments were 
found to have been ruptured and the lower end of 
the humerus lay in three fragments. ; 

The inner half of the trochlea and the internal 
epicondyle constituted the inner fragment, the line 
of fracture passing through the olecranon fossa and 
upwards on the shaft for a distance of two inches, 
the external epicondyle was detached, and the outer 
half of the trochlea lay loose in the joint cavity. 

Blood clots were sponged out of the joint cavity 
with hot gauze sponges, the loose ‘fragment was re- 
moved, and the internal and external fragments 
were fixed in place by three wire nails, which were 
supported by the addition of a silver wire encircling 
the lower end of the shaft. 


Arm flexed. Tenth week. 

The lower of the two nails fixing the trochlea and 
internal epicondyle bridged across the open space 
formerly occupied by the fragment of trochlea 
which was removed, the point being embedded in 
the capitellum. 

The ulnar nerve was returned to its bed and 
covered with fascia, and flaps of fascia were swung 
down from the triceps muscle and stitched around 
the lateral aspects of the joint. The incision was 
closed with interrupted sutures. 

The forearm was flexed at a right angle to the 
arm in supination, this position being maintained 
by an anterior moulded plaster splint. On the second 
day after operation a roentgenogram was made, and 
the patient returned from the general hospital to the 
prison hospital. The next day, the lower end of the 
flap showed an area of infection; respiration 24, 
pulse 128, temperature 104° F. The infection re- 
mained local, but a cutaneous area 5.5 x 8.5 cm. 
sloughed out and later healed over by granulation. 

Owing to this local infection the cast was re- 
moved daily and dressings re-applied. Three weeks 


after operation passive movement of the joint was 
made under anesthesia through a range just short of 
full extension and flexion. 

The arm was very painful for several days after 
this manipulation, but after a period of four days, 
passive movement was resumed and continued two 
or three times a week, first through a short range, 
then increasing the range of motion until at the 
end of six weeks the arm could be moved through 
a range of 45° and the patient was able to carry 
a bucket of water up two flights of stairs with the 
injured arm. 

+ The accompanying photographs show the range 
of motion at the end of ten weeks. 

The greatest discomforts experienced by the pa- 
tient were due to the sloughing and later granulation 
of the flap, and a numbness of the fifth, and the 
outer half of the fourth fingefs due to injury 
of the ulnar nerve. ~ 

Six months after the operation the two lower 
nails became loose: They gave the patient no incon- 
venience, but were removed, since their usefulness 
was past. As an osteoporosis not uncommonly oc- 
curs around nails or screws embedded in bone, 
their removal is not attended with much difficulty, 
and in this case it was done under local anesthesia. 

If in doubt in these joint fractures an open opera- 


tion is advisable using the most painstaking asepsis. 
Postoperative passive motion should be instituted 
early, supplemented by passive motion under anes- 
thesia when necessary. 

I believe the satisfactory result in this case is 
largely influenced by the determination of the pa- 
tient to have a useful arm, as evidenced by a per- 
sistent endeavor at motion both passive and active. 


CHRONIC. PROSTATITIS.. 

In addition to changes brought about in the 
glandular substance itself by a continued prostatitis, 
there is another change which must be taken into 
consideration in discussing the urinary symptoms 
dependent upon prostatic inflammation, and that is 
a thickening of the urethral walls. It will be found 
that the walls of the prostatic urethra are infiltrated 
and the canal has lost a great part of its elasticity. 
Owing to the deposit of inflammatory products in 
the parenchyma of the prostate, the canal becomes 
fixed and, as a result, much of its contractile and 
propulsive power is lost. Further than this the pa- 
tient has bladder symptoms, but they are of a mild 
grade; he will have to get up at night once or twice. 
He will also complain of decline in sexual vigor. 
This type of prostate is very easily recognized per 
rectum. The finger meets with a hard, flat surface 
of varying extent, but in most instances the inflamed 
gland is of good size, in fact, it may just be possible 
for the finger to outline its top and lateral boun- 
daries——CLARENCE Martin in the N. Y. Medical 
Journal. 
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METHODS OF TREATING OBLIQUE FRAC- 
TURE OF THE FEMUR WITH 
CASE ILLUSTRATIONS. 
J. SHerMan B.S., M.D., 
Associate Sturgeon to the Long Island College Hospital, 
BrooKLyn, NEw York. 


The line of fracture usually runs from without, 
inwards and upwards, though the plane of this 
fracture is not always perpendicular to the front of 
the body and it may run from within, outwards and 
upwards. The displacement is angular, over-riding, 
lateral and rotary. Occasionally the fragments are 
displaced so that the surfaces opposite the fracture 
planes are brought into contact and, if this is not 
corrected, they will either not unite or become in- 


Fig. 1. 


securely fastened and refracture. All methods of 
treatment should have in view a functionally use- 
ful limb. 

The closed reduction method is generally best ob- 
tained with Steinmann bone extension. 


Case I. L. L., longshoreman, 32 years old, Nor- 
way. Was brought to the Long Island College 
Hospital in an ambulance. Family and previous 
personal history negative. While piling cases in a 
steamship hatch he fell 9 or 10 feet, his left thigh 
striking against a case. 

Chief Complaint: Pain and inability to use his 
left leg. Examination showed discoloration of his 
left thigh, crepitus and a new point of motion at 
the middle of the left femur with 2” shortening. 
X-ray picture showed an oblique fracture of the 
femur with lateral displacement and over-riding of 
the fragments. 

The patient refused any open reduction method 
so Steinmann bone extension was applied as shown 
in Plates VII, VIII, IX and X, under anesthesia, 
after correction of the displacement. Coaptation 
splints were applied to the thigh. and he was placed 
on a fracture bed, as shown in Plate IX, where he 


remained throughout the treatment in perfect com- 
fort. The fragments united as shown in Plate XI, 
in line, with some lateral displacement but no short- 
ening. Plate VIII shows the pin passing through 
the bone. Plate XII shows the hole left in the 
bone after six months. This pin was removed in 
five weeks ; it had become so loose that it was with- 
drawn with very little force, and the wounds healed 
rapidly. 


Case II. A. D., age 12, schoolgirl, U. S., fell and 
broke her right thigh obliquely in the upper third. 


A Lane plate was inserted as shown in Plate V, 
by the open reduction method and plaster of Paris 
was applied. When this plate was removed an 
angular deformity was found which had been pro- 
duced during the application of the plaster cast on 


Fig. 2. 


account of the insecure binding of the plate, al- 
though the picture taken soon afterwards showed 
perfect position in that one plane. The result was 
functionally satisfactory with only slight shortening 
and as the child was young nature finally covered 
up the deformity with the development of the 
femur. 
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Case IIl....J. C., schoolboy, age 10, U. S., was 
brought to the Long Island College Hospital in an 


ambulance. Family and previous personal history 
negative. He-was helping other boys move a heavy 
wagon when the shafts fell on his right thigh and 
broke the femur. 

Chief Complaint: Pain and loss of use of right 
leg. Examination showed crepitus, deformity and a 
new point of motion in the upper third of right 
thigh. X-ray picture showed a long oblique frac- 
ture running from without, inwards and upwards 
in the upper third of the right femur. 

Operation—Open reduction method. A long in- 
cision was carried down to the:bone along the outer 
aspect of the femur, the fragments were placed in 
position and retained with a bone clamp; two drill 
holes were made through both fragments and 
screws were inserted so as to penetrate them, as 


Fig. 12. 


shown in Plate III. These were left protruding 
from the bone so that they could be readily identi- 
fied and the wound sewed up, the fragments held 
firmly together and the limb was placed in a cast. 
At the end of five weeks the screws were removed, 
union was firm and the fragments remained in line 
as shown in Plate IV. The child left the hospital 
with a perfect anatomic and functional result. 
Conclusions: It is important to wait five or six 


days before undertaking the open reduction method. 
Oblique fractures are best secured with screws 
penetrating the fragments. All mechanical devices 
should be removed after they have served their 
purpose as they are foreign bodies and cause irri- 
tation. The best and the most accurate method of 
extension is by means of a pin through the bone 
so the pull is applied directly to the distal frag- 
ment (Steinmann). 

Every patient should be advised as to the ad- 
vantages and disadvantages of the various methods 
of procedure, and the surgeon should make sure 
that there is no latent disease that would contra- 
indicate the open method. 


SUPRA-PUBIC PROSTATECTOMY UNDER 
LOCAL ANESTHESIA. 
.R. L. Payne, Jr., M.D., F.A.C.S. 
NoRFOLK, VA. 


It is hardly probable that the removal of the 
prostate gland under local anesthesia will appeal to 
all surgeons. When we bear in mind, however, 
that the necessity for this operation always occurs 
in the aged, and in weak and feeble men, and that 
there often exist not only, infection but also symp- 
toms of renal and cardio-vascular disease; it be- 
hooves the surgeon to seek a means whereby the 
dangers of a general anesthetic and the shock from 
operative trauma can be eliminated. 

Local anesthesia seems to fulfill these require- 
ments because first, the general anesthetic is elimi- 
nated and second, the traumatic influences from the 
field of operation are cut off from the brain. In 
this connection we inust remember that the brain is 
not asleep under a general anesthesia nor are the 
painful sensations prevented from reaching the 
brain and thereby contributing to shock. 

In the type of case under consideration, preven- 
tion of post-operative shock is the chief considera- 
tion and here again local anesthesia is the remedy 
par excellence because hemorrhage is ‘materially 
lessened by its use. 

This is accomplished first by the inicnignibia prin- 
ciple of pressure from infiltration and second by 
the logical addition of small amounts of adrenalin 
chlorid to the anesthetic agent. 

To Allen belongs the credit of developing the pro- 


cedure of prostatectomy under local infiltration. I 


have slightly modified the Allen technic and the 
accompanying sketch, copied after Allen, will serve 
to show how the needle is guided to the various 
points of injection. 

The various steps of the procedure are as follows: 

One hour before operation one No. 1 H.M.C. 
tablet is administered hypodermatically and fifteen 
minutes before operation a similar dose of one- 
half strength is given if the patient shows little 
or no effect from the first dose or there is a tend- 
ency to wakefulness and nervousness. I prefer this 
drug combination because of untoward effects per- 
sonally observed from the use of scopolamin. 

Allen recommends that with the initial hypoder- 
matic injection there be given a suppository con- 
taining ten grains of anesthesin but I have been able 
to dispense with.’this procedure. 

For the local anesthetic novocain 0.50 strength, 
to which is added ten drops of adrenalin (1-1000) 
to the ounce is the remedy of choice. 
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At the upper limit of the proposed incision the 
injection is begun. With a small needle, two inches 
long, the skin is punctured and a small amount of 
novocain solution injected. Then, with the needle 
vertical to the skin, it is advanced slowly while 
some of the solution is forced ahead until the deep 
fascia is reached. This point can be easily recog- 
nized if the needle is made to move slightly to and 
fro as it is advanced. The fascia is then punctured 
and just under it one half ounce of solution is de- 
posited. A similar amount is then placed at the 
lower extremity of the proposed incision immedi- 
ately above the pubis. 

Between these two points the subcutaneous tissues 
are thoroughly infiltrated and finally a careful intra- 


The above illstration (modified after Allen) shows the technic 
of accurately guiling the needle to the various points of injection 
by the use of the fingers. 
dermal injection is made along the proposed line of 
incision, 

The parts may then be incised painlessly down to 
the bladder and here the syringe is again used to 
place about one half ounce of the anesthetic solu- 
tion into the exposed fundus. Care should here 
be exercised not to go deeper than the si:bmucosa ; 
not on account of any possible danger but because 
the object would be defeated if most of the solu- 
tion went into the bladder cavity. 

After about three minutes elapse one can grasp 
the bladder with two towel forceps and open be- 
tween these. without pain. 

The cavity may then be gently wiped dry without 
causing any discomfort other than the sensation 
of a desire to urinate. 

Since any foreign body introduced into the 
bladder with much pressure always causes pain- 
ful tenesmus, I have eliminated the use, at this 
point, of deep retractors as advocated by Allen. 


The Allen technic further provides that at this 
stage a finger be inserted into the rectum by which 
the needle may be guided when injecting the anes-~ 
thetic solution around the prostate. 


As a substitute for these two details I prefer 
to introduce two fingers of the left hand gently. 
down to the prostate without attempting any 
bladder retraction. 


The needle is thus guided to the points of injec~ 
tion more accurately and without any discomfort 
to the patient. 

Since the internal meatus and urethra is the 
most sensitive area of the bladder, this point is 
first chosen for infiltration and here again there is 
a slight variation from the Allen technic. A longer 
needle must be here substituted which should just 
puncture the mucous membrane and after infiltrat- 
ing the meatus at two or three points the needle 
should then be advanced into the lateral walls of 
the urethra about 34 of an inch and more solution 
injected. With the guiding fingers the needle is 
then made to enter through the mucosa over the 
enlarged gland at the superior, inferior and lateral 
aspects. About two drachms should be injected 
at each of these points and then five minutes must 
elapse before beginning the enucleation. 

A larger amount of solution may be injected! 
without danger and it is better to use too much, 
within reason, than too little. 

At this stage, if one is thoroughly familiar with 
the procedure of prostatic enucleation and willl 
proceed in a gentle manner, the lobes may be re-. 
moved with very little discomfort to the patient. 

The minimum amount of hemorrhage following: 
this procedure is striking and the near absence of 
shock afterwards lends attraction to a method which, | 
I believe is destined to greater. popularity when, 
surgeons at large become more. familiar with the- 
details of its execution. 


SoME INDICATIONS FOR THE U%E oF LocaL ANEs-. 
THESIA. 

Surgical procedures on extremely weak, ill or- 
toxic patients should always be undertaken under- 
local anesthesia if possible, because their sensibili-. 
ties and reflexes are very much below par.and they 
therefore make good subjects. The possibility of 
an after-coming acidosis is particularly imminent in, 
this class of cases when ether or chloroform are. 
used and the importance of local anesthesia from. 
this standpoint cannot be too strongly emphasized. 
—R. L. Payne, in. the.Charlotte Medical Journal.. 
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TECHNIC BY WHICH CONSERVATISM IS 
MADE POSSIBLE IN DISEASES OF 
THE ADNEXA. 

P. BiatsE SavaTicu, M.D., 

NEw ORLEANS, La. 


The usual median incision is made, and long 
enough to thoroughly view the field. After insert- 
ing self-retaining or other retractors, we should 
study carefully the conditions that exist before at- 
tempting to free adhesions. Our aim must be to 
free the adhesions with great care and to create 
the least amount of traumatism, for here lies our 
most important step if we are going to attempt any 

. conservatism. If our dissection is not carried out 
in this manner, structures that could otherwise be 
saved will be so broken up and ragged that con- 
servatism will be almost impossible and these organs 
will be more fit for the bucket. 

With this idea constantly in mind I have tried 
different technics and have found the following 
most successful: With the use of sponges arranged 
flat at the end of two or more sponge holders, the 
different structures can be separated with the great- 
est care and the least amount of traumatism. You 
can always see what you are doing and the fingers 
are not constantly in the cavity. This diminishes to 
a minimum the risk of entering a hollow viscus. 

One or more sponge holders are used to separate 
the organs so as to find the adhesions. Generally 
there is some adhesion which can be severed either 
with a sharp scalpel or with scissors that cut well 
on the ends. In cutting these adhesions in this man- 
ner you diminish the area of raw surfaces and are 
less likely to tear into the bowel, necessitating drain- 
age and rendering attempts at conservatism almost 
futile. If this condition does not happen but we 
have nevertheless created extensive raw surfaces, 
adhesions will recur, diminishing our chances of 
conservatism, and often forcing us to reenter the 
abdomen and perform a total extirpation. The 
adherent bowels having been carefully separated, 
we now study the position and condition of the 
adnexa. If pus is suspected we gently pack them 
off with dry or moist sponges. A way I have found 
easy and associated with’ the least amount of trau- 
matism is to hold up the upper angle of the wound 
well with the right hand while the bowels are o1shed 
up with sponges. 

When the hand is removed the walls of the ab- 
domen drop on the sponges fixing them, as it were, 
and keeping the bowels out of the field. This way 
will also require less sponges. Use no sponges if 
possible in a clean case unless the bowels are con- 


stantly obstructing the field of operation. The 
adnexa very often are found firmly adherent to the 
under surface of the broad ligaments. They may be 
free from inflammation, and the ends of the tubes 
closed; the cavity either dry or containing fluid. 
These are the best cases for conservatism. To 
dissect away these structures with as little trau- 
matism as possible, a sponge on a sponge holder is 
used with a sweeping motion from behind forward | 
keeping close to the broad ligament. The finger 
may be used to steady the structures while the 
sponge dissects, using sharp scissors or a knife 
whenever possible to cut firms bands and avoid 
injuring or disturbing the blood supply. When the 


adnexa are separated by this means they will be 
found in a fair state of preservation from external 
trauma, and the broad ligaments will not be opened 
causing troublesome oozing or active bleeding. 


After both sides are freed from beds of adhesion, 
we decide whether one or both can be saved. No 
crushing instruments should be used on the struc- 
tures that are to remain. The round ligament may 
be caught with a sponge holder to steady or bring 
up the ovary and tube while dissecting. The 
ovaries and tubes, now freed, are held up with the 
finger, or in the above mentioned way, on a level 
with the incision. Unless all adhesions are removed 
it will be impossible to bring the structures to this 
level; they remain low, making it very difficult to 
work upon them. The adnexa being in plain view 
we next study what is best to be done. If both 
ovaries are cystic and there is a history of con- 
stant pain on one side only, we should attempt to 
employ our conservatism on the side free of pain, 
even if the ovary on that side is not as good as the 
other, for the patient may still continue to suffer 
after the operation, no matter what is done. If we 
find that both ovaries are nearly normal and the 
pain was probably due to adhesions, we should 
observe all conservatism possible on both sides. 

After the ovary and tube are freed we often find 
thin membranes from adhesions, spread over them, 
making them appear badly diseased. When these 
membranes are carefully dissected away what ap- 
peared at first to be a very bad ovary or tube will 
be found in a fair state, and it is important to al- 
ways remove these membranes before dissecting the 
structures, so as to secure a better idea of how 
much to save. The ovary freed of all adherent 
bands and membranes, we study it to see how much 
can be saved. If only one cyst exist this can be 
removed without rupture by sharp dissection. The 
ovary held between the fingers, an incision is made 
around the base of the cyst, and with the blade of 


Vo 
the 
fro 
wit 
ad 
oft 
lar 
cys 
ca 
pal 
mo 
the 
eit 
rec 
ma 
jec 
of 
is 
ing 
pa: 
fo 
in 
ret 
pa 
| ou 
te 
of 
tio 
W 
la 
pe 
is 
ins 
po 
op 
br 
es 
co 
su 
m 
pa 
sh 
th 
or 
fo 
pe 
of 
m 
a 
of 
ad 


Vor. No. 3. 


SALATICH—DISEASES OF THE ADNEXA. 


AMERICAN. 91 
JouRNAL OF SURGERY. 


the knife this is easily pushed away, as -it were, 
from the ovary. The line of-incision is then closed 
with great care so as to allow no raw surfaces for 
adhesions. If the ovary is studded with cysts, as we 
often find it, the above step can be done for the 
largest cyst, and the smaller ones punctured, or the 
cyst area may be removed by sharp dissection, being 
careful to keep close to the hilum where the greater 
part of healthy tissue is found, and the circulation 
most active. An important point is to be sure that 
the circulation of the ovary is not interfered with 
either in suturing or by position, lest cysts may 
recur. We find this strongly demonstrated in the 
majority of simple retrodisplacements in young sub- 
jects. The ovaries are free from adhesions but 
often we find cystic conditions. This most probably 
is due to a kinking of the broad ligaments interfer- 
ing with the return circulation and keeping up a 
passive hyperemia. 

The ovary resected we decide what is best to do 
for the tube. If we find the fimbriated extremity 
in a fairly good state after separating adhesions and 
removing any foreign membrane, and the lumen 
patulous, we allow the tube to remain. If the 
outer extremity is closed and contains serum we at- 
tempt conservatism on the side that is free of pain, 
of course both sides being in about the same condi- 
tion. The diseased portion is clamped and removed. 
When only the outer third is removed the lumen is 
large enough to suture the mucous membrane and 
peritoneum, together, without difficulty. 

When the outer two thirds is removed the lumen 
is small and requires more tedious suturing. 

A cambric needle held with artery forceps is 
inserted into the tube, while with a fine sharp 
pointed scissors or a cataract knife, the canal is laid 
open for about a half an inch. The mucous mem- 
brane is then carefully sutured to the peritoneum 
especially around the new lumen. When this is 
completed the flaps are either sutured to the under 
surface, everting them, or the free end of the flap 
may be turned under so as to keep the new opening 
patulous. 

If the uterus is inclined to drop backward we 
should suspend it either temporarily by including 
the fundus in one or two of our peritoneal sutures, 
or perform one of the typical operations now used 
for retrodisplacements. This point I consider im- 
portant for after manipulating, the ligaments are 
often stretched, and if the uterus is allowed to re- 
main free and dropping backward, even if omy for 
a few hours, adhesions may form and spoil our 
efforts at conservatism. To further insure against 
adhesions occurring, the foot of the bed is elevated 


18 to 24 inches.so as to throw the bowels away from 
the field of operation. This position is maintained 
for seventy-two hours. 

ILLUSTRATIVE CASE. 


Mrs. E., referred by Dr. M. L. Duggan, aged 
30 years. Previous personal and family histories 
good. Menstruation regular, 28 day type, duration 
three days, amount normal, very little pain either 
before or during epoch. 

In September, 1911, she was taken with severe 
pains in left side. Examination by Dr. Duggan 
showed a mass about the size of a lime, very painful 
on pressure, temperature ranged between 100° and 
102° for one week. After ten days of rest in bed, 
with ice bag to the side, hot iodine douches, and free 
purgation, the temperature and severe pain sub- 
sided, and the mass became smaller and less sensi- 
tive to pressure. The patient was allowed to get up, 
and advised to continue douching. The pain in the 
left side never entirely left her after this attack. In 
May, 1912, she menstruated almost continuously for 
three weeks. Towards the end of the three weeks 
she began to suffer from severe pains in the right 
side; temperature 102° at time of examination ; this 
being the first time she felt any pain in the right side. 
There was then a mass about the size of an orange 
on the right side, very painful, and a mass about 
the size of a lime on the left side, less painful than 
that on the right side. She was put to bed; with an 
ice bag to the lower abdomen, iodine douches three 
times daily, and frequent purgation. She remained 
in bed for two months. At the end of this time, the 
masses were still present but somewhat smaller, her 
temperature was normal for three weeks and she 
felt pain only on pressure. 

Operation: July 21, 1912. Dilatation and Curet- 
tage. Then a median abdominal incision of suffi- 
cient length to thoroughly explore field. Several 
coils of small bowels were adherent to both adnexa 
and the uterus. These were carefully separated and 
the bowels gently packed off with sponges. 

The right ovary and tube were intimately fused 
into one mass. They were removed, and when laid 
open were found to consist of a hard clot which 
proved to be an extra-uterine pregnancy. The left 
adnexa were firmly adherent to the under surface 
of the broad ligament and surrounding structures. 
They were carefully separated and showed the fim- 
briated extremity closed and containing several 
ounces of serum. The ovary was six or eight times 
the normal size, studded with cysts almost in its 
entirety. The outer two thirds of the tube was 
removed, a cambric needle, held with artery forceps, 
was threaded into the lumen. and the canal laid 
open with a fine cataract knife for about half ar 
inch. The mucous membrane was carefully sutured 
to the peritoneal coat, especially around the new 
opening. The two sides of the flap were sutured 
to the under surface of the tube with the purpose 
of keeping the surfaces apart and the lumen patu- 
lous. About a quarter of the ovary, the part nearest 
the hilum was saved. Even this small piece con- 
tained several small cysts which were punctured. 
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After the operation the foot of the bed was elevated 
20 inches for 72 hours. 

Post-Operative History: The patient suffered 
very little inconvenience from the position. She 
expelled flatus twenty-four hours after operation 
without the aid of the rectal tube. An ice-bag was 
kept constantly on her left side with the hope of 
keeping down any secondary inflammation that 
would cause adhesions and thwart the effort at con- 
servatism. She left the hospital in twelve days 
feeling perfectly well and having no pain whatever 
on her left side. She has continued to feel well, 
gaining several pounds in weight. 

Menstrual History After Operation: Her menses 
are regular, twenty-eight day type, lasting three 
days, as much in quantity as before the operation, 
and not associated with any pain or discomfort. 
She has had no nervous symptoms after the opera- 
tion. 

In April, 1913, nine months after her operation, 
she became pregnant. This pregnancy was asso- 
ciated with very little trouble, having only the usual 
symptoms of slight nausea and vomiting. She was 
delivered of a nine pound boy in January, 1914. 
She is now expecting to be delivered of her second 
baby some time this month. 

This case without doubt shows that our aim 
should always be towards conservatism, especially 
in young women who are anxious to have children, 
no matter how little we allow to remain. Here I 
saved only one-third of a tube and one quarter of 
an ovary, yet this conservatism has been followed 
by pregnancies. The woman was very anxious to 
have children and her only hope was to save all 
we could, no matter how little. 

If we are to attempt conservatism all of our 
manipulations should be carried out with the great- 
est amount of care so as to inflict the least amount 
of traumatism and not have our efforts spoiled by 
adhesions occluding our new opening and causing 
continued pain necessitating another operation and 
rendering conservatism hopeless. 


CANCER OF THE CERVIX UTERI. 


There are certain borderline cases which may 
apparently sometimes be cured. If the disease ex- 
tends anteriorly the bladder wall soon becomes in- 
volved and often relatively early in the course of 
the disease. While the lateral and posterior exten- 
sion of cancer are difficult to handle, and also very 
difficult to cure, because the extension in this direc- 
tion is in the course of the main lymph channels, 
the anterior extension of the disease remains local 
for a longer time and is much more favorable for 
a cure, and technically is much easier to remove. 
Occasionally patients with metastases to the acces- 
sible pelvic lymph nodes may be cured.—Joun A. 
Sampson in the N. Y. State Journal of Medicine. 


AN OPERATION FOR RETRODISPLACE- 
MENT OF THE UTERUS. 


A. S. A. W. Cottins, M.D., 
San FRancisco, CAL. 


Since 1905 I have frequently operated upon pos- 
terior displaced uteri by the following method, and 


Fig. 1. 


the results have been so good compared with other 
operations, that I feel justified in offering it as a 
safe and practical procedure. 

The uterus is held in normal position, the round 


Fig. 2. 


ligaments are caught with Kelly forceps and brought 
toward the median line. (Fig. 1.) 

About 1 inch of the peritoneum is peeled back 
from close to the tip of the forceps. (Fig. 2.) 
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As the object of the operation is to maintain the 
uterus sufficiently. anterior so that intra-abdominal 
pressure is exerted upon the posterior surface of the 
fundus, and also to overcome a prolapse of the 
ovaries, I decide now between one of two methods. 


the ligaments are then sutured in place. (Figs. 
5 and 6.) 

The operation is rapidly done. There are no raw 
surfaces and no bleeding. 

1. It is a muscle to muscle attachment, and no 


Fig. 3. 


Either bring the ligament under the round and 


ovarian ligaments through an opening in the broad 
ligament posteriorly, as in Webster’s operation 
(Fig. 5) or anteriorly (Fig. 6). 

A stab with a knife is made under the peritoneum 


Fig. 4. 


possibility of a pulling away to one side or another. 
2. It is not a peritoneal attachment which forms 
an adhesion and will stretch or give away altogether. 
3. There is no interference in pregnancy. I have 
four patients that have gone through labor normally 
with the uterus in good position afterwards. 


Fig. 5. 


and about a sixteenth of an inch into the muscle 
of the uterus and brought out again (Fig. 3). 
The knife should be narrow and the wound made 
just large enough to accommodate the round liga- 
ment. The same is done on the opposite side and 


Fig. 6. 


4. No bladder or other subjective 
follow. 


symptoms 


5. The uterus remains mobile. 
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A NEW AND CONVENIENT INSTRUMENT 
STERILIZER. 


J. MacDonatp, Jr., M.D., 
East ORANGE, N. J. 


When I first joined the Urological Staff of the 
House of Relief, New York Hospital, O P. D., 
some seven years ago, I immediately recognized 
the inadequacy of the method of sterilization of 
instruments, especially of Sounds, Catheters, 
Hypodermatic Syringes, Dilators, etc. 

In using boiling water as a sterilizing medium, 
most frequently a Sound or Dilator would slip 
from the instrument forcep, drop back in the 
water, resulting in a scalded hand of the op- 
erator. 

After suffering the inconvenience of the only 
form of sterilizer then upon the market suitable 
for such work, I designed a roughly constructed 
model from two cigar boxes and had made from 
this a sterilizer, the object of which was to raise 
the sterilized instruments from the boiling water, 
permitting a better selection of those wanted and 


at the same time protect the operator from being © 


scalded. 

The sterilizer made from my model worked 
very satisfactorily. It was nothing more than 
an oblong copper container with an inside per- 
forated instrument tray. Hinged to the upper 
third of the posterior angle was a rod passing 
around the sides and in front of the container. 
To the center of the rod on each side were chains 
running over the top of the container, upon 
pulleys, and attached to the perforated tray. 

By pressing down upon the rod, the tray was 
raised from the boiling solution. Occasionally 
some difficulty was experienced in raising the 
tray, particularly so if the instrument container 
was not fairly well balanced. 

Realizing the advantage of a sterilizer, espe- 
cially for office purposes, where boiling water 
was used as a sterilizing medium, or some of 
the milky solutions such as Lysol, where the 
instruments are more or less obscured, particu- 
larly small eye instruments and needles of va- 
rious kinds, I described to a *manufacturer of 
sterilizers the details of my roughly designed 
affair, and recommended that they work out a 
sterilizer that would not only raise the instru- 
ments from the sterilizing solution but the lid of 


* Wilmot Castle Co. 


the sterilizer as well, which is of particular ad- 
vantage, especially where boiling water is used. 

In my original design, which, by the way, has 
been in constant service for the past seven years, 
compartments were devised within the sterilizing 
tray for holding the various size sounds. This 
works very satisfactorily in private practice, but 
where 100 or 150 patients are treated in three 
hours by a busy staff, the replacement of sounds 
in the compartments arranged for them in quite 
impossible. 


Fig. 1. Sterilizer from Original Model. 


The sterilizer here illustrated seems to be me- 
chanically perfect and does the work required of it. 
With one operation the lid of the sterilizer and tray 
are raised, bringing the instruments into view and 
out of the sterilizing solution. After selecting the 
instrument required the tray can be again lowered 
into or retained out of the solution, as desired. 


Perfected Sterilizer. 


I know that hospital sterilizers have been Ge- 
vised with a foot lever for raising the lid and 
possibly the contents of the sterilizer, but on ac- 
count of their size and expense they are nof 
adaptable for office purposes such as the one 
here described and illustrated. 
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THE TEACHING VALUE OF THE MOVING 
PICTURE AND THE PHONOGRAPH IN 
SURGERY: A PROPHECY IN 
FULFILMENT. 


In the history of most human affairs a decade is 
no great period of time; but measured in terms of 
medical progress or, more especially, by the enorm- 
ous strides of those young but giant industries, the 
automobile and the moving-picture, ten years is a 
long time, indeed! In THE JouRNAL, May, 1906, we 
spoke editorially of the possibilities of “The Stereo- 
scope, the Vitascope and the Phonograph in Medical 
Teaching.” The stereoscope had already come into 
service as an aid in illustrating medical articles, 
surgical works and anatomical dissections, and its 
value in roentgenography was promptly recognized 
and developed. (Quarterly Atlas of Stereoroentgen- 
ology has very recently been established) ; but the 
employment of the “movie” and the phonograph in 
surgical teaching is only now, after more than ten 
years, being seriously undertaken. 

The few so-called demonstrations of surgical op- 
erations by means of the vitascope, as the moving 
picture was called in 1906, that were made before 
or since then, were, as far as we know, chiefly 
dramatic in quality and little, if at all, technically 
instructive. They showed only what might be seen 
from a distant seat in the amphitheater—the opera- 
tor’s face, the assistants’ backs and now and then 
a tantalizing glimpse of the operative field. 

To be of value, a “movie” reproduction of an 


operation should show no more of the surgeon and 
his assistants than their hands and it should pro- 
vide a close, uninterrupted view of the operation it- 
self in all its technical minutiae. 


The task to secure such pictures, by no means 
an easy one, has now been accomplished by the 
cooperation with “The Clinical Film Company” of 
some enthusiastic New York surgeons—among 
whom Dr. J. Bentley Squier especially deserves 
commendation for the experimentation that solved 
the problems of lens, distance, lighting, etc. 

The striking feature of these pictures is that. 
enlarged as the field is upon the screen, they show 
all that, if not more than, can possibly be seen by 
standing at the very edge of the operating table 
itself, and vastly more than visitors can usually see 
in even well-arranged operating theaters. They 
present a continuous view of the operation itself un- 
interrupted by the movements of the surgeon’s body 
or his assistants’. Every step of the procedure, 
every detail in technique are clearly, continuously 
portrayed. 

Of secondary but of very great importance is 
the employment of a—for this purpose at any rate 
—very satisfactory synchronizing device, by means 
of which the surgeon’s remarks will be reproduced 
phonographically with the pictures. 

It needs no stretch of imagination to see the 
value of such accurate reproductions for under- 
graduate and post-graduate schools and for medical 
gatherings. Without traveling a thousand or more 
miles the surgeon or the student in Colorado will 
be able to see and hear, in accurate detail, a cranial 
operation by Cushing, a laminectomy by Elsberg, a 
gastrectomy by Mayo, a bone graft by Albee, a 
suprapubic prostatectomy by Fuller, a_ perineal 
prostatectomy by Young—and later on, let us hope, 
a nephrectomy by Israels, a thyroidectomy by 
Kocher, a bone-plating by Lane. Future generations 
of physicians will equally be able to see the work 
of these surgical masters when they are no longer 
in the flesh. 

The educational values of the moving picture are 
still undeveloped. Perhaps in no other field than in 
medicine are there greater teaching possibilities for 
the wizard Edison’s inventions, the vitascope and 
the phonograph.—W. M. B. 


LUNG ABSCESSES FOLLOWING TONSIL- 
LECTOMY: THEIR PRACTICAL 
LESSONS. 


A very serious and hitherto little considered 
sequel of tonsillectomy was emphasized and beau- 
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tifully illustrated by Wessler, who reported in the 
Interstate Medical Journal, January, 1916, his 
roentgenographic observations of eight cases of 
lung suppuration following tonsillectomy under 
general anesthesia. We invite the serious attention 
of our readers to the article in this issue of THE 
JourNnaL in which Manges discusses from the clini- 
cal side those eight cases, and a ninth, all of them 
studied roentgenographically and some of: them 
bronchoscopically and surgically. 

That nine such cases should have come to one 
hospital within a year would clearly indicate that 
lung abscess and other serious pulmonary lesions 
are not rare after tonsil, adenoid, and similar throat 
operations. We endorse Manges’ conclusions that 
tonsillectomy should not be lightly undertaken as a 
minor operation, that it should be preceded by a 
careful physical examination, and that it should be 
followed by a reasonable period of nursing in bed; 
and especially we endorse his recommendation of 
the employment in operations upon the tonsils and 
adenoids of a suction tip to keep the fauces clear 
of blood and shreds of tissue, aspiration of which is, 
more probably than embolism, the cause of these 
pulmonary infections. : 

Even when the operation is performed under 
local anesthesia a suction apparatus is a most de- 
sirable adjunct; certainly it effects a more elegant 
and more satisfactory cleansing of the field than 
does sponging. When the patient is deprived of 
his reflexes by general anesthesia, then, as these 
cases show, the use of the suction is well nigh im- 
perative. Some anesthetists have provided them- 
selves with an electrically-driven suction device for 
the purpose; and we believe that all of them who 
assist in operations of this character should do so. 
An admirable electric suction apparatus, equipped 
with a variety of tips for general surgical work, 
has been devised. by Dr. C. Edmund Kells, of New 
Orleans. Yankauer’s, much smaller and easily port- 
able, is also quite powerful and well adapted to 
throat operations, bronchoscopy, etc. Lacking such 
a mechanism, however, one may rig up a satis- 
factory water suction device on the principle of the 
Sprengel pump, as employed by Kenyon and Poole. 
—W. M. B. 


Surgical Suggestions 


A constrictor applied to the arm too tight or for 
more than a short time may cause paralysis of one 
or more of the brachial nerves. 


Pain at the lower end of the spine on lying or 
sitting is much more apt to be due to an infected 
coccygeal dermoid (pilo-nidal) cyst than to a 
“coccygodynia,” for which, however, it is often 
mistakenly treated. A minute midline opening in 
the skin, which may discharge a little fluid and 
sometimes a few hairs, establishes the diagnosis. 


Letter to the Editor 


Henry L. Exsner, M.D., 
Army Medical Museum and Library, 
Washington, D. C., Feb. 19, 1916. 
Editor, American Journal of Surgery, 

Dr. Henry L. Elsner, professor of medicine at 
Syracuse University, who has just died, was one 
of the best known clinical teachers in this country 
and the most prominent physician in northern New 
York. He was a man of extremely refined, genial 
and loveable disposition, charitable to a fault and 
denying himself to no patient, however humble, at 
whatever hour. 

His exertions in this regard eventually told upon 
his health, as did the arduous labors upon his mas- 
sive treatise on Medical Prognosis, shortly to ap- 
pear. 

This work, richly stored with the fruits of his 
wide clinical experience and his unusual knowledge 
of the texts will be a monument to his memory. 

Fretp1inc H. Garrison, M.D., 
(Editor, Index Medicus). 


Surgical Sociology 


Ira S. Wile, M. D., Department Editor. 


SURGERY OF THE PRESENT WAR. 


Authoritative reports on the surgical aspects of 
the European War are not numerous. When the 
history of these surgical experiences is written 
there will be many phases of military surgery re- 
quiring modernization of national preparation to be 
able to cope with the newer conditions arising from 
modern warfare. 


The large number of men involved in offensive 
and defensive fighting, the character and force of 
modern projectiles and the hazards of trench war- 
fare, have brought new problems to military sur- 
geons. No longer is the medical corps beyond the 
zone of actual battle and along the line of possible 
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retreat; but today hospitals of all kinds are well 
within the firing zone. The devastations by high 
velocity bullets, shrapnel, bayonets, hand grenades, 
rapid fire guns, asphyxiating gases and burning 
liquids have developed types of injury calling forth 
much ingenuity, skill and perseverance in order to 
restore the soldiers to either military or civil service. 

For those particularly interested in these aspects 
of surgical service the Report on the Medico-Mili- 
tary Aspects of the European War From Observa- 
tions Taken Behind the Allied Armies in France by 
Surgeon A. M. Fauntleroy, U. S. Navy, will prove 
of unusual value. It is published under the direc- 
tion of the Bureau of Medicine and Surgery of the 
Navy Department. Particularly rich in illustration, 
it presents the horrors of civilized warfare most 
strikingly. 

In the discussion of military organization and 
equipment, it is essentially descriptive. The sec- 
tion dealing with the organization for the trans- 
portation and care of the sick and wounded is par- 
ticularly rich in information such as has not found 
expression in magazines or books dealing with the 
problems of the war. 

The section devoted to gas-bacillus infection is 
most illumining and insofar as no previous war has 
given rise to such extensive infections of this type 
the surgical questions involved are of unusual in- 
terest and importance. 

Considering the difficulties in acquiring the real 
lessons of the war Dr. Fauntleroy has performed 
his work with great care and discrimination and the 
mass of information which he has collected should 
prove of unusual value to both the military and 
naval branches of the service, particularly those 
surgeons whose names are on the roster of the 
Medical Reserve Corps. 


Is TypHomD AN ACCIDENT? 

The interpretation of workmen’s compensation 
acts is of general importance at the present time 
while their provisions are under consideration by 
legislators throughout the country. The Wisconsin 
Supreme Court (Public Health Reports, February 
11, 1916) recently decided that the death of an 
employee caused by typhoid fever contracted as a 
result of drinking impure water furnished by the 
employer was an accident and the employer was 
held liable under the Wisconsin Workmen’s Com- 
pensation Law. 

Peculiarly among the facts cited is the discharge 
of the sewage of the employing establishment into 
the river. The employer utilized water from this 
river by means of intake pipes so located that they 


carried water contaminated by sewage. This con 
taminated water supply owing to defective piping 
became mixed with the pure water of the city water 
works. The employee by drinking this polluted 
water fell ill with typhoid fever and as a result 
died. 


The Court held that the mere affliction with ty- 
phoid fever while in the defendant’s service could 
not be deemed accidental injury. The typhoid fever, 
however, being attributable to the unexpected occur- 
rence of bacteria in the drinking water furnished 
by the employer as an incident to employment con- 
stitutes an unexpected and unintended mishap grow- 
ing out of his employment and thus the infection 
occurred while “he was performing services grow- 
ing out of and incidental to his employment.” Dis- 
eases thus contracted are injuries within the con- 
struction of the workmen’s compensation act. 


Obviously, this interpretation is fully in accord 
with the theory of the English Compensation Act 
which made employers liable to employees for “per- 
sonal injury by accident arising out of and in the 
course of employment.” Under this Act it has been 
construed that disease may be accidental in origin, 
as for example, an infection by anthrax and even 
pneumonia. This interpretation of the law does 
not at first sight appear to give the common signifi- 
cance to “personal injury.” In general, it refers to 
conditions resultant from the application of external 
violence. Sickness and accident do not arouse iden- 
tical concepts in the thinking mind. It is, however, 
quite possible to conceive of a disease being acci- 
dental in origin. The provision of compensation 
for sickness was not initially contemplated by the 
formulators of workmen’s compensation acts. Many 
important questions arise as to the origin of various 
diseases and it is exceedingly difficult to offer sup- 
porting proof as to their exact origin. 

The legal phase of the problem may be more or 
less readily established but certainly the courts can- 
not go more rapidly than the facts of medicine 
warrant. The concurrence of disease during any 
particular occupation is hardly prima facie evidence 
that there is any causal relation existing between 
them. If the man in question had not died from 
typhoid fever but later had been afflicted with gall 
stones following that disease would the operation 
for gall stones have been deemed essentially an 
accident or personal injury within the interpretation 
of the workmen’s compensation act? Could he 
have recovered possibly on the grounds that the gall 
stones resulted from the typhoid fever contracted 
while “performing service growing out of and in- 
cidental to his employment” ? 
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Book Reviews 


Urgent Surgery. By Férix Leyars, Professeur Agrégé 
a la Faculté de Médecine de Paris; Chirurgien de 
VHoOpital St. Antoine. Translated from the Seventh 
French Edition by Witu1aM S. Dicxr, F.R.C.S., Sur- 
geon, North Riding Middlesborough, and 
Ernest Warp, M.A., M.D., F.R.C.S. Third English 
Impression. Volume ’ 11—The Genito-Urinary Organs 
—The Rectum and Anus—The Strangulated Hernias— 
The Extremities. Large octavo; 588 pages; 20 full- 
‘page plates and 1,086 illustrations. New York: Wi- 
LIAM Woop & Co., 1915. Price, $7.00, net, per volume. 


A review of the first volume of the translation of the 
7th French edition of Léjars’ classic appeared in the 
Journ AL, December, 1914. 

As compared with the preceding English edition, volume 
2 shows no new topics, but a general revision with slight 
enlargement and several new illustrations. 

We need add nothing to our praise of this masterpiece 
in reviews of earlier editions. It is a treatise replete with 
practical hints and wise advice and should be read by all 
surgeons. Especially to those men, not experienced sur- 
geons, who practice in communities where they must meet 
<r demands of emergencies, this work is an invaluable 
‘ai 

Mr. Dickie’s translation of volume 2 was interrupted by 
‘his call to the front and it was continued, therefore, by 
Dr. Ernest Ward. 


Painless Childbirth, Eutocia and Nitrous Oxid-Oxygen 
Analgesia. By Cart Henry Davis, A.B., M.D., Asso- 
ciate in Gynecology and Obstetrics, University of Chi- 
cago; Assistant Gynecologist and Obstetrician, Pres- 
byterian Hospital, Chicago. Duodecimo; 134 pages. 
Chicago: Forses & Co., 1916. Price, $1.00. 


This little book by Davis is particularly welcome at this 
‘time, with its definite message of reassurance to the pro- 
fession and to the public that painless childbirth is pos- 
sible and safe moreover, and that in gas-oxygen analgesia 
we have a method to insure eutocia, the dream of the ex- 
‘pectant mother as against amnesia, the much-vaunted 
promise of “twilight sleep.” For while labor is a physi- 
‘ologic process and originally was not associated with 
agonizing pain, this is exceptionally absent in the experi- 
ence of civilized woman. Amnesia on the other hand is a 
fairly constant immediate sequel of labor and is achieved 
spontaneously by nature even without the intervention of 
the drugs to cloud the memory. What nitrous oxid- 
oxygen analgesia does is to lessen and even to remove the 
‘sensation of pain, thus obviating the necessity of the am- 
nesia, which is at best but a poor solace. The method as 
‘practiced by Davis and others in this country is so rational 
‘and safe as to receive the general endorsement of the 
medical profession, an endorsement which it has withheld, 
the lay press notwithstanding, from the undesirable and 
unsafe “twilight sleep.” We are glad to note throughout 
the pages of this book an ardent plea for clean and safe 
‘obstetrics, no matter what particular method of analgesia 
in labor one may choose to employ. 


‘The American Atlas of Stereoroentgenology. A quar- 
terly. Edited and published under the sole auspices 
of. the New York Roentgen Society. Editors: Lro- 
potp JacHEes, M.D., Wm. H. Stewart, M.D., H. M. 
Impopen, M.D. Troy, N. Y.: Tue Sournwort 
ComPANy. 


The first number of this quarterly atlas, recently issued, 
gives promise that it will find a welcome place in the cur- 
rent literature of roentzenology. It is issued under the 
auspices of an important and progressive Roentgen society, 
and its publisher has had ample experience in this special 
field provided by the successful conduct of “The Stereo 
Clinic.” 


To the various atlases of roentgenograms in bound vol- 
umes, such as Grashey’s, this atlas of stereoroentgeno- 
grams will add an amount of important information that 
single pictures cannot provide; while its appearance at 
quarterly intervals will make it possible to have that in- 
formation up-to-date. 

The work is handsomely printed, as a loose leaf journal, 
on stiff paper. The pictures are small enough for the 
familiar and inexpensive hand stereoscope. 


Radium, X-Rays and the Living Cell with Physical 
Introduction. By Hecror A. Cotwe M.B. (Lond.), 
D.P.H. (Oxford), Late Assistant in the Cancer Re- 
search Laboratories, Middlesex Hospital; and SIpNEY 
Russ, D.Sc. (Lond.), Physicist to the Middlesex Hos- 
pital. Octavo: 324 pages; 51 illustrations. London: 
G. anp Sons, 1915. 


In view of the great importance attaching to the +-ray 
as a therapeutic agent in malignant growths, it is especially 
gratifying to have at our disposal practically, for the first 
time, in this work of Colwell and Russ a book which deals 
in the most comprehensive way with the manner in which 
the radio-active substances influence the living cell. For 
the student who may be attracted toward investigation in 
this line, the authors have ‘supplied the outlines of the 
physical properties of the radiations so that he does not 
need to wander amongst numerous reference books. The 
effects upon the living vegetable and animal cell of the 
alpha, beta, gamma and +-rays are amply illustrated by 
experiments on a great many specific tissues, plants and 
organs. An attempt has been made by the authors, and 
it may be said with gratifying result, to correlate all the 
facts in this difficult problem and to lay down the founda- 
tions of a rational basis of radiotherapy. 


A Guide to Gynecology in General Practice. By 
Comyns M.A., M.D., M.C. 
F.R.C.P. (Lond.); and Victor Bonney, M.S., M.D., 
B.Sc. (Lond.), FRCS. (Eng.), M.R.C.P. (Lond.). 
Octavo; 452 pages; 144 illustrations. London: Henry 
FRowbe, OXForD University Press, 1915. $6.50. 


In spite of the numerous books on gynecology there 
seems to be more than ordinary justification for the book 
by Berkeley and Bonney. It represents quite a departure 
from the customary gynecological text-book in the manner 
of arrangement of the subject-matter, in the abundant de- 
tail of diagnosis and physical examination, and in the prac- 
tical feature of numerous cross-references. It is not 
merely a text-book nor a series of lectures, it is an in- 
structor having an eye always on the weakness of his 
pupil, and by continuous “pounding away” helping to 
fasten in his mind the salient points and correlating them 
so that when the course is over, the book finished, he has 
a good working idea of how to conduct the management 
of the gynecologic patient. The authors have succeeded 
in carrying out this method of instruction even to Part V 
on the medico-legal aspects of gynecology, a portion of 
vital importance to the practitioner and hitherto only too 
sadly neglected. 


Laboratory Methods: With Special Reference my the 
Needs of the General Practitioner. By B. G. R. Wi- 
tiAMs, M.D., Member of Illinois State Medical So- 
ciety, ‘American Medical Association, etc., and E. G. C. 
WiiiaMs, M.D., formerly Pathologist of Northern 
Michigan Hospital for the Insane, Traverse City, 
Mich.; with an Introduction by Victor C. VAUGHAN, 
M.D., LL.D., Professor of Hygiene and Physiological 
Chemistry and Dean of the Department of Medicine 
and Surgery, University of Michigan, Ann Arbor, 
Mich. Third Edition. Small octavo; 214 pages; 43 
engravings. St. Louis: C. V. Mossy "Company, 1915. 
Price, $2.50. 


This well-arranged volume successfully presents to the 
general practitioner the reliable and indispensable labora- 
tory methods, both old and new. The authors have 
stressed the safe procedures for diagnosis, and on the 
other hand, have made clear what texts have a limited 
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value and which texts may be particular sources of error. 
In the best sense of the word, this small volume is really 
a manual, by whose pages the conscientious doctor may 
carefully carry out the directions of nearly all laboratory 
tests called for in his general practice. The directions 
for laboratory equipment are brief and sensible. The 
urine, the blood and stool, as well as the other bodily 
secretions and excretions, the methods for blood diagnosis, 
the growing and differentiation of the more usual types 
of bacteria, the practical essense of tissue diagnosis, even 
a technic for private post-mortem examinations, as well 
as many other practical items too numerous to detail here, 


are adequately presented. The illustrating engravings add: 


clarity and interest to the text. 


The Description of an Ophthalmoscope, being an Eng- 
lish translation of Von Hetmuottz’ “Bechreibung 
eines Augenspiegels’ (Berlin, 1851). By Tuomas 
Hatt Swastip, A.B., M.D., LL.B. F.A.C.S., 
Wisconsin. Chicago: CLEVELAND PREss, 


This, the first translation into any language of Helm- 
,.oltz’ classic describing his great invention, the ophthal- 
moscope, is a labor of love, dedicated, appropriately, to 
Dr. Casey A. Wood. . The edition is limited to 500 copies. 


Books Received 


The Roentgen Diagnosis of Surgical Lesions of the 
Gastro-Intestinal Tract. By W. Georce, M.D., 
Assistant Professor of the Department of Roentgen- 
ology, Tufts College Medical School ; Consulting Roent- 
genologist to the Carney Hospital; Boston Dis- 
pensary and the Forsyth Dental Infirmary; Fellow of 
the Massachusetts Medical Society; Member of the 
American Roentgen Ray Society; and Rarpn D. 
Lronarp, A.B., M.D., Assistant in the Roentgen De- 
partment of the Boston City Hospital; Instructor in 
Roentgenology at Tufts College Medical School; Fel- 
low of the Massachusetts Medical Society. Three 
hundred and six pages, including seven three-color 
illustrations, eighteen artist’s drawings, and three 
hundred and forty-three Roentgen plate reproductions. 
Tue CotontaL Mepicat Press, 1915, Boston. All 
rights reserved. Price, cloth, $10.00 net. 


Nouveau Traité de Chirurgie XXXII. Maladies des 
Organes Genitaux de L’Homme. Par Pierre SEBI- 
LEAU, Professeur Agrégé, Chirurgien de I’hdépital Lari- 
boisiére, et PrerreE Descomps, Professeur Agrégé, 
Chirurgien des H6pitaux de Paris. Paper bound; 
octavo; 684 pages; 114 illustrations. Paris: J. B. 
BAILLIERE ET Fits, 1916. 16 francs. 


Cancer of the Stomach. A Clinical Study of 921 
Operatively and Pathologically Demonstrated Cases. 
By Frank Smituies, M.D., Gastro-enterologist to 
Augustana Hospital, Chicago. With a chapter on the 
Surgical Treatment of Gastric Cancer, by ALBert J. 
Ocusner, M.D., Professor of Clinical Surgery in the 
University of Illinois. Octavo; 522 pages; 106 illus- 
trations. Philadelphia and London: W. B. SAuNDERS 
Company, 1916. Cloth, $5.50, net; half morocco, 
$7.00, net. 


A Practical Treatise on Infant Feeding and Allied 
Topics. For Physicians and Students. By Harry 
LowensurcG, A.M., M.D., Assistant Professor of Pedi- 
atrics, Medico-Chirurgical College, Pediatrist to the 
Mount Sinai Hospital, Philadelphia, etc., etc. Octavo; 
382 pages; 64 engravings, and 30 original full plates. 
Philadelphia: F. A. Davis Company. London: STan- 
LEY Puitips, 1916. Price, $3.00, net. 


Cloacal Morphology in its Relation to Genito-Urinary 
and Rectal Diseases. By Benyamin Merritt RIck- 
ETTS, PuH.B., M.D., LL.D., F.A.C.S., Founder and Di- 
rector of the B. Merrill Ricketts Experimental Sur- 
gical Research Laboratory, Cincinnati, etc., etc. Paper 
bound; octavo; 133 pages; 54 plates: 93 illustrations. 
Copyright, BenyAmMIn Merritt Ricketts, Cincinnati. 


The Starvation Treatment of Diabetes. With a Series 
of Graduated Diets used at the Massachusetts General 
Hospital. By Lewis W- Hitt, M.D.,Children’s Hospital, 
Boston, and Rena S. Ecxman, Dietitian, Massachu- 
setts General Hospital, Boston. With an introduction 
by Ricuwarp C. Casot, M.D. Second Edition. Duo- 
decimo; 131 pages. Boston: W. M. Lronarp, 1916. 


Beauty a Duty. The Art of Keeping Young. By 
SuSANNA Cocrort, author of “What to Eat and 
When,” etc., etc. Octavo; 384 pages; illustrated. 
Chicago and New York: Ranp, McNALty & Company, 
1916. Price, $2.C0, net. 


Year-Book of the Pilcher Hospital (Brooklyn), for the 
period from April 1, 1913-Dec. 31, 1914. (4th and 5th 
years of the hospital.) By the Hosprrat Starr. 


Anatomy of the Brain and Spinal Cord, With Especial 
Reference to Mechanism and Function. By Harris E. 
SanTEE, A.M., M.D., Ph.D., Professor of Nervous 
Anatomy in Chicago College of Medicine and Sur- 
gery, etc. Fifth Edition. Octavo; 474 pages; 158 il- 
lustrations, 46 in colors. Philadelphia: P. BLAKiston’s 
Son & Co., 1915. $4.00. 


Progress in Surgery 


A Résumé of Recent Literature. 


A Contribution to the Subject of Skull Fractures: 
Analysis of 1,000 Cases at the Cook County Hos- 
pital, and a Report of 74 Cases Examined at 
Autopsy. F. A. Bestey, Chicago. Journal American 
Medical Association, January 29, 1916. 


Besley gives an analysis of 1,000 cases of skull fractures 
and a report of seventy-four cases examined at necropsy. 
Skull fractures are frequent injuries, and he has had large 
opportunity of studying their mechanism which has led 
him to advance a new theory as to the manner in which 
the applied force produces them. The present and ac- 
cepted theories regarding the mechanism are based on 
and embody two definite principles: one, the inbending 
of the skull at the point of the blow; two, the bursting 
of the skull at a point some distance from the applied 
force. The bursting theory has largely to do with the 
fractures of the base of the skull, and is founded on the 
underlying physical law that when a hollow sphere is com- 
pressed the tendency is for it to fracture in a meridian 
parallel to the applied forces. This occurs when the skull 
is experimentally compressed between two fixed points, 
as in a vise. Besley takes issue with the application of 
this theory in actual practice. If the skull were a perfect 
hollow sphere with equally thick walls everywhere and 
the articulation with the condyles be taken as one of the 
fixed points it would be more acceptable, but this is not 
the case. In seventy-four cases observed at necropsy the 
middle fossa was involved fifty-four times. Experimenters 
have not given sufficient weight to the fact that the 
base of the skull has a fixed point at the atlas, and when 
a blow is received at any point on the vault, there is 
a counter inbending force at the articulation with the 
condyles. A careful study of the seventy-four cases has 
convinced him that fractures of the base are not produced 
by bursting force, but are due to a direct inbending force 
applied at the articulation. He has repeatedly observed 
that the fractures occupy the same position and are of 
about the same extent, regardless of the location of the 
injury on the vault. The thinness of the skull through 
the middle fossa accounts for the frequent fracture at 
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these sites. In all the examinations Besley has made 
he has not observed a fracture of the posterior or occip- 
ital fossa that was not a direct continuation of a fracture 
of the vault. The bursting force may be a factor when 
the skull is caught between two fixed points, but he feels 
sure that it is not a fracture in the large majority of the 
cases. A fracture of the inbending type produces more 
extensive separation of the inner table, which can be illus- 
trated by the break on the convex surface of a green stick. 
A high-powered bullet at close range may cause such an 
expansion of brain tissues as to burst the skull. In bullet 
wounds it is possible to distinguish the wound of exit by 
the greater amount of radiating fracture, and this. may 
be of importance in medicolegal cases. In compound frac- 
tures of the base little can be done against infection. 
It may be more effectively combated in fractures of the 
vault. The history is naturally of importance in the diag- 
nosis. In the 1,000 cases analyzed, 384 patients received 
their injury by a fall from a height, and 311 were struck 
on the head. With scalp intact it is almost impossible 
to certainly diagnose fracture, and the cracked spot per- 
cussion sound was found unreliable. The roentgenogram 
was found the surest aid, especially with the stereoscopic 
plates. The general signs of intracranial pressure are 
usually present, the focal signs are dependent on the 
locality of the brain injury and compression or focal 
signs are strongly indicative, though not always certain 
signs of fracture. If there is a free interval of conscious- 
ness after the first unconscious condition followed bya 
deeper unconsciousness there is probably a progressive 
hemorrhage. Occasionally an involvement of one of the 
cranial nerves, most often the sixth, is the only sign that 
is present. Besley does not advise spinal puncture if a 
sufficiently certain diagnosis can be made without it, 
though blood in the spinal fluid would be strongly pre- 
sumptive of fracture. He gives tables of pulse rates and 
pupillary changes from the thousand cases, showing that 
the average pulse rate is higher in fatal cases and in 
relatively few was it slow. The respiration average was 
also higher though there was no very striking change 
from usual. 


Report of a Case of Deposit in the Supraspinatus 
Muscle Simulating Subacromial Bursitis. By JouHn 
Duntap, Washington, D. C. American Journal of 
Orthopedic Surgery, February, 1916. 


Dunlap reports a case of hyperacute shoulder disability 
in a male adult, with severe pain and spasm, causing the 
patient to hold the arm tightly to the side and to resist 
attempts at motion. 

An «#-ray examination “showed in a stereoscopic view a 
large deposit about the tendon of the supraspinatus, as 
well as a considerable deposit in the belly of the muscle, 
showing well back under the acromion process. In this 
stereoscopic view it was perfectly easy to demonstrate 
how the deposit lay around the tendon.” Since in the past 
it was thought, and by some men it is still believed, that 
in cases of subacromial bursitis the lime deposit is in the 
bursa, Dunlap reports this case in support of Brickner’s 
findings in operated cases that the deposit is always be- 
neath the bursa, in or around the supraspinatus tendon or, 
less often, the infraspinatus. 

Under nitrous oxid narcosis the arm was abducted and 
so held for ten days in a plaster of paris cast. Gradual 
recovery. About two months later pain appeared in the 
opposite shoulder and an #-ray picture showed a deposit 
there. Fixation of the shoulder was followed by relief. 


Gun-Shot Fractures of the Extremities. R. B. 
GrEENOUGH, R. B. Oscoop and B. VINcENT, Boston. 
Boston Medical and Surgical Journal, January 13, 1916. 


From a study of 132 cases, observed in the American 
Hospital in Paris, the authors derive the following con- 
clusions: 

Early and thorough operative treatment is indicated in 
gun-shot fractures received under the conditions of trench 
warfare. 

The removal of missiles, foreign bodies, and detached 
bone fragments, and thorough drainage are important. 

Complete immobilization in extension is as a rule best 
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obtained in a base hospital by plaster dressings, put on 
under an anesthetic. 

Frequent and painstaking dressings, with or without 
irrigation, and the maintenance of free drainage are of 
great importance in overcoming sepsis. 

Prophylaxis is better than corrective treatment in the 
avoidance of ankylosis of joints, and contractures of mus- 
cles and tendons. 


An Operation for the Correction of the Deformity Due 
to “Obstetrical Paralysis.’ W. H. Rocers, Boston, 
ap Medical and Surgical Journal, February 3, 


Whatever the cause of obstetrical paralysis may be, 
Rogers is interested merely in the resulting characteristic 
deformity. 

“As the child grows older the deformity becomes 
more conspicuous, and it is the carrying angle of the elbow 
that is most prominent. Another result of the deformity 
is seen when the patient attempts to raise the hand to 
the mouth. With the direction of the elbow-joint re- 
versed, it is always necessary to raise the arm away from 
the body to bring the hand up. Also when the patient 
attempts to use the hand as in picking up any object or 
in the ordinary handshake, it is necessary first to rotate 
the whole arm and also to bring the elbow away from 
the body.” 

Rogers recommends the operation of Vulpius and Lange. 
This consists in osteotomy of the humerus about two 
inches below the shoulder joint, followed by a one-quarter 
rotation cf the whole arm below the line of fracture. In 
three cases the result was entirely satisfactory both cos- 
metically and functionally. 


Bone and Joint Tuberculosis—A Comparison of Old 
and New Methods of Treatment. (Vergleich dil- 
terer und neuerer Behandlungsmethoden von Knochen 
und Gelenks tuberkulose.) By Pror. D. THEOopoR 
Kocuer. Deutsche Zeitschrift fiir Chirurgie, August, 
1915. Bd., 134; Hft., 1-3. 


Kocher makes a complete review of the older and newer 
methods of treating bone and joint tuberculosis. The re- 
sults of practically all workers in this field are considered 
and, in some instances, tabulated. Each joint is separately 
considered and discussed. In addition to the usual sur- 


gical, orthopedic and medical procedures, Kocher dwells 


at some length upon the design and result of helictherapy 
(Rollier’s treatment). In general, this long and well- 
written article (53 pages) offers two chief conclusions: 
(1) Orthopedic and hygienic measures should be émployed 
exclusively in early cases where the patient may receive 
the benefit of open air and sunlight treatment. (2) When 
this is not practical, for social or economic reasons, rad- 
ical surgical intervention is indicated, the aim being to 
remove completely the local tuberculous focus. 


Significance of Vesical Symptoms in the Diagnosis of 
Renal Conditions, By Witi1Am F. Braascu, Roch- 
ester, Minn. International Journal of Surgery, De- 
cember, 1915. 


The underlying lesion in the kidney may have little or 
no local symptoms, while the secondary bladder conditions 
may cause many symptoms. The renal conditions, most 
frequently the cause of vesical symptoms, are: a 

(1) Tuberculosis; (2) pyelonephritis, and (3) lithiasis. 

1. Renal tuberculosis—Ninety per cent. of such cases 
had vesical symptoms for longer than six months, and 
about fifty per cent. for a period longer than a year. 

2. Pyelonephritis—Here the cystitis is not so severe as 
when it occurs with tuberculosis. Each ureter should be 
separately catheterized and each urine examined bacterio- 
logically. A pyelogram may be of much value in some 
instances. The functional tests may throw much light, in 
particular the phenolsulphonephthalein test. 

3. Lithiasis—At times the local symptoms may be the 
predominant ones if the obstruction is high up. However, 
there is much vesical irritation when the stone is low 
down. In children, especially with renal calculus, the 
radiation of pain may be referred largely to the bladder 


Ve 
a 
to 
to 
u 
V 
ri 
in 
de 
re 
Ww 
ol 
as 
WwW 
Se 
Cc 
di 
cc 
Of 
i 
te 
in 
E 
Of 
WwW 
ki 
t 
per 
ti 
sc 
p! 
a 
sk 
¢ 
p 
n 
te 
oO! 
| 
as 
= Ci 
b 
0 
J 
t 
pe 
Ww 
q 
y 
d 
sl 
d 
t 
f 


CD 


Vor. XXX, No. 3. 


PROGRESS IN SURGERY. 


AMERICAN 
JourRNAL oF SuRGERY. 101 


area. Extra-vesical conditions may cause bladder symp- 
toms, i. e., pressure of a tumor, mechanical interference 
to the urinary flow, malignant involvement of the bladder, 
or direct extension of adjacent inflammatory process. 


Ureter Stone. (Ureterstein.) By L. Apter, Wiener 
Klinische Wochenschrift, No. 51, 1915. 


The interesting point about the report of a case of 
ureter stone was that the patient complained of gynecologic 
symptoms, chiefly pain without reference to urination. 
Vaginal examination revealed a very hard tumor the size 
of a bean, about 2 to 3 cm. away from the uterus on the 
right side, freely movable and not tender. It was almost 
in the situation of the ovary, but was somewhat more 
deeply situated and to the front of the uterus. Cystoscopy 
revealed the right ureter opening edematous and injected 
while the catheter entered only 2 cm. and there met an 
obstruction. By transversely incising the anterior vaginal 
wall separating the bladder, the right ureter was isolated 
as in the radical operation for carcinoma. The ureter 
was incised 1.5 cm., the stone removed, and the wound 
sewn over tight, reenforced by suture of the bladder mus- 
culature adjacent to the ureter incision. Small gauze 
drain was inserted into the vaginal wound. Postoperative 
course uneventful. The pain complained of before the 
operation was totally relieved. The output of urine was 
increased from 350 cc. to 1,100 cc. Eight days after the 
operation the right ureter was still seen not to functionate. 
Catheterization of the ureter at this time was not at- 
tempted on account of the fear of disturbing the ureter 
incision. 


Errors in Diagnosis of Renal and Ureteral Calculus. 
By Hucu Capot, Boston. International Journal of 
Surgery, January, 1916. 


In a study. of 153 cases, it was noted that 26 abdominal 
operations had been done. without relief of symptoms 
which were clearly: due to an overlooked calculus in the 
kidney or ureter. To avoid such errors, Cabot lays down 
the following rules: (1) In all cases of abdominal pain 
of a chronic or recurring type, careful, repeated examina- 
tions of the urine are imperative, including diligent micro- 
scopic examination in all instances whether albumen is 
present or not. In all female patients a catheter specimen 
should be examined. X-ray plates are essential nearly 
always. 

(2) The possibility of mistaking kidney or ureter 
shadows in the x-ray for other foreign bodies should be 
excluded by the use of the ureteral catheter, sterescopic 
plates, injected radiograph or the wax-tipped catheter. 

(3) The wax-tipped catheter may lead to a correct diag- 
nosis where the x-ray is negative and the urine is normal. 

(4) In doubtful cases, if the ureter cannot be cathe- 
terized, the decision for or against operation must depend 
on the severity of the symptoms. 


Repair of Small Vesicovaginal Fistula. By Cuartes H. 
Mayo, Rochester, Minn. Annals of Surgery, January, 
1916. 


Mayo states that vesicovaginal fistula is not so common 
as formerly because women receive better care during 
childbirth. The condition is still occasionally seen when 
brought about by prolonged pressure during labor. Still 
other cases are the result of accidental or unavoidable in- 
juries in performing hysterectomies. Some of these fis- 
tule are best approached by the abdominal route, extra- 
peritoneally if possible, while the larger vaginal fistulz are 
best repaired by free incision and good exposure. 

Many cases have an opening so small as to be found 
with difficulty. For these, i. e., a lumen not exceeding one- 
quarter of an inch, Mayo recommends the following suc- 
cessful procedure: An incision is made through the 
vaginal mucosa around the fistula. The mucosa is then 
dissected toward the opening, thus making a small funnel- 
shaped opening projecting into the vagina. The circular 
dissection is now deepened, penetrating to the mucosa of 
the bladder, but not through it. This leaves a small 
funnel-shaped opening, lined with mucous membrane, 


which is connected with the bladder mucosa and projects 
into the vagina. A ligature carrier is passed through the 
urethra into the bladder, and through the fistula into the 
vagina, and a suture passed through the walls of the 
funneled mucosa on each side of the ligature carrier. 
Both ends of the silk suture are threaded into the ligature 
carrier which is withdrawn from the bladder and urethra, 
and in so doing the fistula’s track starts inverting. A 
circular suture of catgut is now applied, and still another 
is superimposed. The long ends of the suture projecting 
from the urethra are sutured to the labia. A self-retain- 
ing Pezzer catheter is used and the patient rests on her 
side. The suture from within the bladder either cuts 
itself out, or may be easily withdrawn by cutting one side 
where it is attached to the labia. 


Concerning the Treatment of Carcimona of the 
Ovaries which are no Longer Amenable to Radical 
Operation. (Zur Behandlung nicht mehr radikal 
operierbare ovarialkarzinome.) THALER AND FRANKL, 
Wiener Klinische Wochenschrift, No. 51, 1915. 


Carcinoma of the ovaries that has reached the inoper- 
able degree has not as a rule been treated by the #-ray. 
The authors report two cases, one occurring in a woman 
of 62, the other in a girl of 19, in both of whom there was 
ascites and bilateral ovarian tumors the size of a child’s 
head, metastasis in the omentum on the parietal and vis- 
ceral layers of the peritoneum, and no attempt at radical 
removal could be made. As much of the growth as was 
safe was removed and the patients then subjected to the 
x-ray. In both instances there was a rapid gain of weight 
and improvement in health, while the residual carcinoma- 
tous nodules were no longer palpable. In discussion, 
Wertheim, Halban and Wagner reported cases of sponta- 
neous disappearance of cancerous nodules in cases of ap- 
parently inoperable ovarian carcinoma. While these sur- 
geons resort to the x-ray, they nevertheless point out that 
the good results attributed to its influence should be re- 
garded with caution. 


The Treatment of Symptoms Associated with the 
Climacteric. (Zur Behandlung der Ausfallerschein- 
ungen.) Ernst ENGELHORN, Wiener Klinische Woch- 
enschrift, No. 49, 1915. 


Engelhorn maintains that the old-fashioned blood-let- 
ting is an excellent measure to overcome such symptoms 
in the menopause as aré referable to disturbances of the 
circulatory system. The nervous symptoms, the sense of 
heat; hot flashes, headaches, perspiration, etc., are relieved 
by the withdrawal of 100 cubic centimetres of venous 
blood. This is done while the blood pressure apparatus 
is adjusted to the cvum. In a great many cases as much 
as 20 points of blood pressure reduction is secured by this 
method. It may be repeated a number of times if neces- 
sary. In certain instances of disfunction of the ovaries 
in young girls with marked nervous disturbances, this 
may be of service. 


Cauliflower Ear, D. H. Parmer, Seattle, Journal Amer- 
ican Medical’ Association, February 5, 1916. 


Palmer has tried without success the published methods 
of treatment until he began to use the present method. 
Every case he considers to be of traumatic origin, though 
the degree of traumatism is’ variable. . The commonest 
cause, in his opinion, is a glancing blow which folds the 
ear on itself and rolls it against the skull, causing a frac- 
ture of the cartilage and its anterior surface where it is 
most loosely adherent. Hemorrhage accompanying the in- 
jury continues, producing the various grades of deformity. 
The subjective symptoms of the injury are not as a rule 
prominent. Those of an early case are swelling, discolora- 
tion and often local crepitus. In an old case deformity, 
thickness and rigidity. Palmer’s treatment is described by 
him as follows: “After preparing .the skin surfaces of the 
ear, the meatus and immediate vicinity of the face and 
scalp after any of the approved surgical methods except 
iodin, which causes intense itching, and plugging the ex- 
ternal meatus with cotton, I make an incision under local 
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anesthesia slightly below the prominent part of the swelling 
through the skin and perichondrium into the hemorrhagic 
cavity. All clots, newly formed cartilage or bone should 
be removed with a small gouge or curet, the surface of 
both cartilage and perichondrium being scraped until 
smooth. The incision is now closed, except for a small 
opening which will just admit the end of a eustachian 
catheter, connected through a waste bottle with a small 
Pynchon pump. This rapidly removes the accumulated 
blood, and the suction approximates the loose layer of 
skin and perichondrium to the cartilage. The skin surface 
is now thoroughly dried and a fresh plug of cotton is 
placed in the external auditory canal. A generous coating 
of sterile petrolatum is now applied over both surfaces of 
the ear and the adjacent skin of the face and scalp. Should 
there be any area in which the skin and perichondrium 
are not perfectly approximated, I make a small mold of 
dentist's modeling wax or sheet lead and apply pressure 
at that point. The mold, coated with petrolatum, is now 
placed about the ear and half a tumblerful of plaster of 
Paris cream, prepared by an assistant, is poured into the 
mold, completely surrounding the ear.” As the plaster 
hardens a slight rotary motion of the catheter permits 
its easy withdrawal and establishment of a drain. The 
cast is removed by fragmentation ten days after the opera- 
tion, the ear keeping its shape as adjusted. 


Plastic Operations for Acquired Deformities of the 
Face. J. S. Horstey, Richmond, Journal American 
Medical Association, February 5, 1916. 


Plastic operations require probably more skill than any 
other kind of surgery, and they especially require ingenuity 
to meet special conditions and make things fit. Coearel 
considerations such as age and health of the patient must 
be given due weight. The age is of great importance, 
as flaps can be transplanted with a smaller amount of 
nourishment in the young than in the old. As to dressing, 
dusting the wound with boric acid powder and leaving 
it open is all that is necessary. If there is much oozing, 
a compress of dry gauze may be kept on for a few hours. 
If any of the facial cavities are involved, hexamethylen- 
amin is given before and after operation to sterilize the 
secretions. While there are general principles in this work, 
each case is a law to itself and the greater part of his 
article is given to the methods which he has found neces- 
sary to employ in special cases, too detailed to be thor- 
oughly abstracted. Deformities of the forehead, eyelids, 
nose, septum, etc., are described. 


The Diagnosis of So-called Primary Tuberculous 
Meningitis. Retention of Urine in the Adult Male 
Without any Apparent Cause, as a new Pathogno- 
monic Sign, -By D. W. Kuitter-Moopy, Aberdeen. 
The Lancet, January 1, 1916. 


The author reports four clear-cut cases of tuberculous 
meningitis in which there was acute retention of urine. 
These cases were all adults. The retention was acute and 
striking; the urine showed no unusual data. There was 
no pain accompanying this retention and no paralysis of 
the abdominal muscles. In the author’s opinion, acute 
retention of urine here is a pathognomonic sign of tuber- 
culous meningitis. 


A Bloodless Radical Operation for Hemorrhoids. 
(Eine unblutige Radikaloperation der Hamorrhoiden 
durch einfache Naht.) By Dr. Tutmaun. Zentral- 
blatt fiir Chirurgie, October 9, 1915. 


One or one and one-half per cent. novocaine is used for 
anesthesia. The hemorrhoidal tabs are seized by Kocher 
clamps in radial arrangement. A long catgut suture is 
passed through the tab in front of the clamp and knotted. 
The free end, with needle attached, should remain long. 
With this long end a mattrass suture is passed beneath 
the clamp, through the base of the tab. The latter is now 
excised ush with the clamp, the instrument removed, the 
suture drawn tight, and the margins of the wound ap- 

roximated with the remaining free portion of the suture. 
Fach tab is treated similarly. 


Lung Suppuration after Tonsillectomy. H. WEsstrr, 
New York, Interstate Medical Journal, January, 1916. 


Wessler has observed eight cases of lung suppuration 
following tonsillectomy during the past year. Inasmuch 
as during this period 28 cases of lung suppuration from 
all causes were ‘seen, the percentage from this cause is 
very large. The symptoms are fairly characteristic. Soon 
after the operation the symptoms of an aspiration broncho- 
pneumpnia set in. About a week or two later signs of 
suppuration supervene, as indicated by chills, high fever 
and expectoration of purulent or gangrenous material. 
Hemoptysis is a constant symptom. Pain is also frequent. 
In six cases the right lung was affected. Of the eight 
cases, six were cured spontaneously; one by excision of 
the affected lode of the lung; one was unimproved. Wess- 
ler reports the x-ray findings. 


Surprisingly Rapid Success of a Nerve-Operation. 
(Ueberraschend Schneller Erfolg einer Nervenopera- 
tion.) Rupotr Beck, Wiener Klinische Wochenschrift, 
No. 49, 1915. 


A man who sustained a bullet wound August 2, 1915, 
with injury of the right sciatic nerve, suffered as a result 
of the injury from a complete paralysis of the peroneus 
nerve with electrical reaction of degeneration. This ob- 
tained till September 28 without change, when he was 
operated upon. A portion of the sciatic nerve bundle, 
2 to 3 mm. thick and 2 cm. long, was found bound up in 
cicatricial tissue. This was removed, the less involved 
fibres loosened free, suture of the two ends and envelop- 
ing of the nerve in a flap of fat and fascia. Twenty-two 
days later the peroneus paralysis was gone. The patient 
could flex his ankle 90° and could walk without a cane. 
The faradic irritability had returned both by the direct 
and indirect method of stimulation. 


The Value of Transfusion in Atrophic and Devitalized 
Infants and Children. Louis FisHer, New York, 
Medical Record, kebruary 5, 1916. 


In infants of the marantic type, with a gastrointestinal 
lesion, that precludes successful feeding; and in the pro- 
found toxemias following infectious diseases, Fisher be- 
lieves transfusion is nearly always a life-saving measure. 
With the modern syringe methods of transfusion, such 
as the Lindeman, Unger and Lewisohn methods, such a 
procedure is simple and can be readily performed with 
a little experience. 


Roentgen Diagnosis of Indurated Gastric Ulcer. 
By Lewis Grecory Cote, New York. The American 
Journal of Roentgenology, November, 1915. 


Two signs are of the greatest importance in this type of 
ulcer, and these are the hour-glass deformity of the stom- 
ach and Haudek’s niche. The latter “is an accumulation 
of bismuth or barium, which has emerged through a pene- 
trating ulcer and been walled off in a pouch on the lesser 
curvature or posterior wall of the stomach. This niche is 
even more characteristic of ulcer than is the hour-glass 
contraction of the stomach.” 

These two x-ray signs, Cole claims, are found in ad- 
vanced ulcers, many of which are already malignant, and 
for this reason the author emphasizes the need of detect- 
ing indurating gastric ulcers at a far earlier stage. Cole 
employs a method of serial roentgenography by which he 
makes earlier diagnoses. 


The Treatment of Large Wound Cavities. (Behand- 
lung grosser Wundhéhlen.) MartTIN, Vienna. 
Deutscher Medizinische Wochenschrift, No. 51, 1915. 


Martin recommends the removal of splinters of bone 
and other tissue fragments from the wound, then the 
application of gauze or, better, lint covered thickly with 
vaseline, to the walls of the wound cavity. Gauze is 
loosely packed into this lint sac and then a dry dressing 
is applied. The latter is changed daily at first, and later 
at less frequent intervals as the secretion lessens in 
amount. 
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Appendicitis in the Practice of the General Practitioner. 
(Die Appendiszitis in der allgemeine arztlichen Praxis.) 
Hans NAr, Wiener Klinische Wochenschrift, No. 49, 
1915. 


The author has practiced the rule of at once sending 
patients to operation when pain is complained of either 
spontaneous or on pressure in the region of the cecum, 
muscular resistance, increased pulse rate and temperature 
elevation and vomiting. When pain alone is complained 
of he puts the patient to bed, on fluid diet and warm appli- 
cations; no opium, no catharsis. In case of constipation 
he employs enemata to allay the pain in the side. Should 
the pulse be accelerated or the temperature be elevated, 
the pain increase, or should there be muscle resistance or 
a history of previous attacks, he urges operation at once. 
In doubtful cases the surgeon should be called in consul- 
tation, whose duty it shall be to assume the responsibility 
of an exploratory laparotomy. In general there will be 
no occasion to regret an energetic procedure. 


The Use of Free Omental Grafts in Abdominal Sur- 
gery. By Lronarp FREEMAN, Denver. Annals of 
Surgery, January, 1916. 


Omental grafts may be used to replace lost portions of 
peritoneum. The necessity for such a graft may arise any- 
where in the abdomen; the advantage of a free graft 
rather than an attached portion of omentum is obvious 
because the latter may cause entangling bands or harmful 
traction upon the intestines. The graft is of particular 
value in covering the large, raw surface resulting from 
the straightening out of a Lane’s kink. 

Further, omental grafts may be employed to prevent 
adhesions : to strengthen suture lines in operations upon 
the stomach or intestines; to act as a substitute for the 
fascia lata in producing operative occlusion of the pylorus 
and intestines; finally, they may be used to check hemor- 
rhage from raw surfaces, especially from the liver, spleen 
and pancreas. The technic for omental grafting is simple. 
The following precautions should be observed: (1) The 
pedicle should not be puckered too much when tying off 
the graft. (2) The large vessels should be avoided. 
(3) No excess tissue should be removed. (4) The graft 
should always be “anchored” by a number of fine catgut 
stitches. (5) The transplant should entirely cover the 
raw area, and project beyond it. 


Pericystitis Complicating Acute Appendicitis. E. E1s1ne, 
New York, Medical Record, January 29, 1916. 


Eising reports two cases, in which clinically the domi- 
nating symptoms pointed to an involvement of the bladder. 
In the first case, there was hematuria. At operation a 
gangrenous appendix was found. In the second case, the 
symptoms suggested stone in the lower ureter. At the 
_ same time a mass was found in the right iliac fossa. At 
operation, a gangrenous appendix was removed. Eising 
believes the urinary symptoms were due to inflammation 
of the areolar tissue surrounding the bladder. 


Two Cases of Swallowing of False Teeth Cured by 
Subcutaneous Injection of Apomorphine. (Zwei 
Fille von verschluctum Gebris, durch subkutane 
Apomorphin injektion.) Dr. Gerstein, Miinchener 
Medizinische Wochenschrift, October 19, 1915. 


Two cases in which the individual swallowed 4 false in- 
cisors during sleep are described by Gerstein, both cured 
by the injection of .005 apomorphin. The patient is placed 
upon his abdomen, the chin extended. Five minutes after 
the injection spasmodic vomiting sets in and in both cases 
the false tooth plate was expelled after the second spasm. 
Vomiting continues a few minutes longer. 


The Bone-Plating Problem: Report of 200 Cases. 
Wm. O’NEILL SHERMAN, Pittsburgh. Interstate Medi- 
cal Journal, January, 1916. 

During the past six years, with a fracture service of 


3,100 cases, Sherman found it necessary to resort to the 
use of steel plates and screws in two hundred cases. The 


Lane plate and wood screws, used in the early cases, were 
mechanically and structurally faulty and have been dis- 
carded for the vanadium plates and tap screws. These 
have corrected many of the difficulties encountered with 
Lane plates and screws. 

That the majority of plated fractures become infected 
and that in many cases it is necessary to remove the plates, 
is no indictment against the sane use of the steel plates 
and screws. The majority of failures can be attributed 
to faulty judgment in the selection of cases and gross errors 
of technic. If one’s technic is perfect, we can confidently 
expect healing by first intention in the majority of cases. 
The infections, to a great extent, are due to the failure 
to exclude the skin from the field of operation. 

Much has been said about the retarding of bone repair 
and the prevention of callus formation where steel plates. 
and screws were used. While it is sometimes true that 
repair is delayed to a certain extent, this contention has 
been exaggerated. 

An elaborate equipment, i. e., extension apparatus, Haw- 
ley fracture table, and a large instrument armamentarium, 
is absolutely necessary if the operation is to be thoroughly 
and dextrously performed. There are few surgeons. 
equipped with the necessary instruments to carry out in 
detail the technic which is so necessary if successful re- 
sults are to be obtained. The average hospital does not 
have a sufficient number of these cases te justify the out- 
lay of money necessary to purchase the instruments. 


If non-union is more frequent today than formerly, it 
is due to the indiscriminate plating of fractures where. 
operation was not indicated and where conditions were not 
favorable for rigid asepsis. Ward patients who are 
anemic, luetic, alcoholic, obese, and those having a law 
resisting power, are poor subjects for the bone-plating- 
operation. It requires a maximum of resistance, both 
local and general, if the best results are to be secured. 

Notwithstanding the various warnings repeatedly given, 
that the operation should be deferred from ten to twelve 
days from the time of injury, the majority of surgeons 
are operating immediately, apparently disrégarding the 
undeniable danger of infection. 

The autogenous inlay operation is the one of choice 
in non-union cases. It remains to be demonstrated whether 
or not it is preferable to use steel plates in recent frac- 
tures; one serious objection is the difficulty of the upera- 
tion. The vast majority of fractures that Sherman has 
plated have been rather difficult to hold in position with 
steel plates and screws. If a muscular spasm has been 
strong enough to break steel plates and screws, it is not 
reasonable to assume that bone-grafts would withstand 
the strain. 

There were two hundred operations in Sherman’s hos-. 
pital service where steel plates and screws were used, with 
no deaths or amputations as a result of the operation. 
In no case was there sufficient pain or discomfort to 
necessitate the administration of a sedative. There is. 
usually little or no pain where accurate anatomical align- 
ment has been secured. Approximately one hundred 
cases were compound fractures. In this series, there were 
four infections; firm union taking place in all four after 
the infection subsided. There were three cases of non- 
union in the compound group. 

In the simple fractures (105 cases), there was but one 
infection; this occurred in the upper third of the femur- 
and at a time when a series of infections seemed to be 
arising from a common source in the operation room, 
which, however, was not discovered. There were no. 
cases of non-union in the simple fractures. 

In the first fifty-five cases where Lane plates and screws 
were used, seventeen plates and screws were removed, 
eleven compound and six simple fractures. In the last 
one hundred and fifty cases, including simple and com- 
pound fractures, where the vanadium plates and tap. 
screws were used, seven plates have been removed; all of 
these, with one exception, were compound cases. 

These results were secured by having absolute control 
of the patient from the time of receipt of the injury until 
his arrival at the hospital. While a great majority of 
the patients sustained extensive trauma to the bones, soft- 
parts and skin, it must be remembered that the foreign 
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material in the wounds of the cases reported is practically 
sterile. Cowe, iron-ore or coal is usually sterile. 

The end-results of the operative treatment have-been 
far superior to those of the conservative formerly em- 
ployed. There have been many cases in which two or 
more plates have been satisfactorily used which formerly 
would have been amputations. Permanent disability has 
been markedly reduced; the majority of the injured have 
resumed their former occupations in the steel mills and 
mines. The fact that these patients are able to resume 
their former positions is sufficient evidence of the prac- 
tical advantages of the steel bone plates and screws over 
former conservative methods. 

With few exceptions, all patients operated upon were 
favorable subjects from a physical standpoint, each hav- 
ing passed a medical examination before being employed. 
To this and general surgical supervision must be given 
much credit for the results secured. 


Syphilis of the Stomach. Grorce M. Nues, Atlanta. 
Journal of the American Medical Association, Febru- 
ary 19, 1916. 

Niles, reportinng a case of syphilis of the stomach in 
a man of 28, notes the difficulty of differentiating the 
condition from cancer of the stomach and emphasizes 
the value of the Wassermann test in these conditions. 
Syphilis of the stomach is more frequently recognized 
now than formerly, and Lockwood, in 1913, estimated 
that there were on record then about ‘fifty cases of gastric 
syphilis. Nonspecific ulcerative conditions, however, may 
occur as frequently in syphilitics as in normal persons. 
It is said the late Hunter McGuire once said that much 
of his success was due to the fact that in obscure cases 
of disease he treated the patient for syphilis, and Niles 
thinks that many long suffering dyspeptics who have suf- 
fered all kinds of treatment without cure might receive 
benefit from specific treatment for syphilis. 


icy = of the Stomach. E. D. Hottanp, Hot Springs, 
Ark. N. Y. Medical Journal, February 26, 1916. 


Holland reports two cases of gastric syphilis resembling 
carcinoma, in every clinical detail, one of them siaimaee 
upon with the latter diagnosis. 


Venous Thrombosis and Embolism: Its Cause, Sig- 
nificance and Consequences. Ancus McLean, De- 
troit. Pennsylvania Medical Journal, February, 1916. 


Several etiological factors are usually given as neces- 
sary for the formation of a thrombus: (1): Trauma, espe- 
cially injury to the endothelial lining; (2) stagnation or 
slowing of the blood-stream; (3) chemical changes in 
the blood itself, and (4) infection. Of these causes 
not one is alone sufficient to produce a thrombus. We are, 
therefore, forced to look for some other etiologic factor 
in cases of femoral thrombosis following clean appen- 
dicectomies, etc. With the hope of finding some explana- 
tion for the thrombotic process in these cases, McLean 
undertook some experiments on dogs. 

He was much impressed, in these experiments, with 
the tremendous amount of injury a vein can withstand 
without the production of a thrombus at the site of in- 
jury. 

He reports the following interesting observations: 

1. When a vein is ligated in continuity the blood in 
the vein will clot only on one side of the point of liga- 
tion; that is, the side from which the blood is coming. 

2. In ligating a vein between two ligatures (say two 
inches apart) the blood between the ligatures clots very 
slowly, and if left for a week or more the contents of the 
ligated vein will have entirely disappeared, a fibrous cord- 
like structure alone remaining. 

The same result is accomplished by ligating an 
artery between two ligatures. 

4. Simple crushing of_a vein will not cause a clot at 
the point of crushing. The crushing can be repeated in 
forty-eight hor+s and a clot will not form at the site. 
Examination o: the repeatedly crushed vein two weeks 
after the last crushing will show a thickening of all the 
coats of the vein due to an increased amount of fibrous 
tissue, the intima remaining as smooth and glistening as 
before. 

5. Crushing a vein with the’ subsequent introduction 


of a twenty-four hour bouillon wwe of staphylococci, 
and again crushing the vein to grind (as it were) the 
staphylococci into its walls, did not produce a clot or 
thrombus at the site. 

6. The introduction of a sterile “thread into the lumen 
of a vein, allowing but one-half to three-quarters of an 
teal to remain suspended inside of the vein, that is, oscil- 
lating in the blood stream, failed to produce a clot or 
thrombus either at the point of the introduction of the 
thread or around the sterile thread itself. 

7. A sterile thread introduced into the artery in the 
same way and allowed to remain there for four, five or 
seven days will not cause the formation of a clot on the 
thread itself nor upon the wall of the artery at the point 
the thread was introduced. 

8 The introduction into a vein of a thread infected 
with staphylococcus albus or aureus will in three or four 
days cause the formation of a thrombus at the point of 
the introduction of the infected thread. The thrombus 
becomes attached to the vein at the point where the in- 
fected thread enters. It will not entirely occlude the lumen 
of the vein; it will grow or enlarge in the direction of 
the blood stream, remaining suspended at a single point. 

A thread infected either with the colon bacillus or 
with the staphylococcus aureus, introduced into an artery, 
cause the formation of a firm clot as proved by post- 
— findings five days after the introduction of the 
thread. 

10. Sterile threads, one-half an inch long, “let go” in 
the circulation, caused no symptoms. 

An infected thread (colon bacillus) one inch long, 
let loose in the circulation, caused a death in three and 
one-half days. Post-morterm examination showed a 
seropurulent fluid in the pleural cavity and the embolus 
(thread with blood clot, infected with colon bacillus, 
around it) was found in the right lung. 

Upon examination of an induced thrombus of this kind 
it can readily be seen how easily such a thrombus could 
be torn from its small frail attachment, circulate in the 
blood stream and become lodged somewhere in the pul- 
monary circulation and perhaps produce a fatal termination 
just as happened in experiment above. 


Réle of the Lymphatics in Aeenaliias Renal Infection: 
Preliminary Report. DanieL N. EIsENDRATH and 
Jacop V. Kaun, Chicago: Journal of the American 
Medical Association, February 19, 19106. 


In nearly all previous animal experiments on this ‘sub- 
ject conditions were established, such as ligation of the 
ureter, injection into the renal pelvis, etc., which seldom 
exist clinically. The authors have attempted to imitate 
the conditions that actually occur in the human being by 
injecting an emulsion made by mixing the scrapings of 
agar slant cultures of the organisms commonly found in 
urinary infections with sterile salt solution into the blad- 
ders of animals. After cleansing of the genitalia, prefer- 
ably of female animals, a number 4 or 5 (French size) 
ureteral catheter, which can be boiled, was inserted into 
the bladder, some of the urine taken for cultures and then 
an emulsion of bacteria injected. Injuring the bladder or 


ureters was avoided. Paraffin sections were-taken from a. 


number of places in the bladder and kidney and every por- 
tion of the ureter was cut longitudinally as well as serially, 
no areas being omitted. Summarizing their results, they 
find that the inflammatory infiltrations follow closely the 
lymphatics. In the early stages the submucous layer of 
the bladder is affected and then it can be followed up 
into the ureter, where it is most marked in the lower 
portion in its submucous coat. A little further up the 
periureteral sheath plays an important, if not chief, part in 
transmitting the infection upward and as the infection 
progresses other coats become invaded from without ‘in- 
ward, and in the kidney pelvis the infiltration is first seen 
in the subpelvic areolar tissue, and again around the blood- 
vessels which pass into the parenchyma, and the tubules 
in the cortex and medulla. In six out of twenty-seven 
experiments, pure cultures of the organism injected into 
the bladder were obtained from the renal pelvis. The 
authors also report the study of the urinary organs in 
dogs and in rabbits used as controls, but find no evidence 
of infection. 
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